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Variations of Tuberculin Hyper- animals were given intraperitoneal inocula- 
sensitiveness and Tuberculous Menin- tions, which resulted, in the majority, in 
gitis.—A study was made of the variations _ producing a local tuberculin hypersensitive- 
of tuberculin hypersensitiveness extending ness. The animals did not develop either 
over many years. No rules regarding these macroscopic or microscopic tuberculosis, but 
variations were disclosed. There was, how- merely an omental tumor consisting of 
ever, found to be a relation between the tuberculous tissue, in which tubercle bacilli 
occurrence of tuberculous meningitis and a were still found two years after inoculation. 
diminution of tuberculin hypersensitiveness, |The experiments on children were performed 
in that tuberculous meningitis occurred on idiots, which, after being found tubercu- 
more frequently during periods of low hyper- _Josis-free, were inoculated in the lymph 
sensitiveness.— Uber Schuwankungen der nodes. In the children there occurred, in a 
Tuberkulinempfindlichkeit mnebst einigen number of them, a local tuberculin hyper- 
Bemerkungen tiber das Austreten der Menin-  sensitiveness existing over a year. ‘The 
gitis tuberculosa, I. Mitt., K. Ossoinig, same experiments were then carried out on 
Beitr. z. Klin. d. Tuberk., 1926, Ixiii, 895. guinea pigs and children with the Langer 
—(H. J. C.) vaccine no. 147, which consisted of a rapidly 

growing tubercle bacillus, obtained by 

Experimental Local Tuberculin Hy- treatment with weak methylenc-blue solu- 
persensitiveness in Man and Animals. tion. The results in these experiments 
—These experiments were carried oninorder were identical to those obtained with the 
to determine whether the presence of a  author’s own vaccine. ‘The Langer vaccine 
tuberculous focus is essential to the exist- gave, however, a higher percentage of local 
ence of local tuberculin hypersensitiveness. hypersensitiveness in the treated animals. 
Experiments on animals and children with In addition, the work of Moro and Keller 
a vaccine prepared from previously killed was repeated, in which the authors had 
human tubercle bacilli were used. The found a tuberculosis skin allergy after the 
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injection of tuberculin and smallpox vaccine. 
As a result of these studies it is not, how- 
ever, believed, that this skin allergy is 
specific for tuberculosis, since it can be 
obtained by the use of smallpox vaccine. 
Its rapid appearance within twenty-four 
hours after injection also controverts its 
specificity.— Uber die Erzeugung von Tuber- 
kulin-Lokalempfindlichkeit auf Grund von 
Versuchen am  Meerschweinchen und 
Menschen, H. Fernbach, Beitr. z. Klin. d. 
Tuberk., 1926, lxiv, 660.—(H. J. C.) 


Defensive Mechanism in Tuberculosis. 
—The problem of measuring the patient’s 
defensive mechanism is pointed out. A 
study of 400 cases was made with careful 
physical and chemical tests, including the 
autopsy findings in twenty-seven of these. 
The chemical studies included very com- 
plete blood examinations. Urine and feces 
also were studied for their chief constituents. 
An extensive discussion of two cases, in 
which careful postmortem studies were 
made, brings out a marked difference, in 
that in one the lung was hard and nodular, 
and in the other soft and cutting like butter. 
In the first case no dissemination was noted, 
while in the second the larynx, adrenals and 
kidneys showed lesions. During life these 
two cases raised much sputum, the “hard 
lung” case showing many bacilli while the 
other showed only a few, but large numbers 
of pneumococci. The glands of internal 
secretion, as illustrated by the thyroid and 
parathyroid, showed practically normal 
findings in the hard-lung case, while in the 
soft-lung case there was round cell infiltra- 
tion and marked evidence of damage to the 
glands. The differentiation of these two 
types during life rests on the localization of 
one in the lung and dissemination of the 
other. ‘The blood chemistry and urine and 
feces show generally more difference from 
normal in the soft lung. An _ extensive 
table is presented to point out the physical 
and chemical differences of these two types. 
This is a preliminary report.—Defensive 
Mechanism in Tuberculosis from the Physical 
and Chemical Aspect, E. Obermer, Tubercle, 
June, 1927, viii, 9—(B. H. D.) 


Immunity in 
zation with Living Virulent Tubercle Bacilli: 
The fact that, although infection in human 
beings is almost universal, a very small 
percentage of individuals develop clinical 
disease, led to experiments based on the 
theory that small repeated infections with 
virulent tubercle bacilli set up a certain 
resistance against clinical disease. Koch 


showed that reinoculation of infected ani- 
mals resulted in the development of a local 


ulcer which gradually healed, while primary 
inoculation resulted in ulcers which per- 
sisted until the death of the animal. Roemer 
in addition showed that it was very difficult 
to reinfect guinea pigs if the primary in- 
oculation resulted in progressive disease. 
Webb and Williams were apparently the 
first to use living virulent tubercle bacilli 
in attempts to produce immunity. Using 
Barber’s method for counting bacilli they 
inoculated animals with small increasing 
doses of bacilli, and at autopsy found that, 
although some had received a total of 40,000 
bacilli, tuberculosis could not be demon- 
strated. In 1911 they applied this method 
to two children, the Pirquet test being still 
negative four months after the treatment. 
Bruyant in 1911, using the same methods, 
produced only a chronic tuberculosis. 
Brown, Heise and Petroff, in 1914, using 
virulent human tubercle bacilli, duplicated 
Webb’s methods as to dosage and intervals 
of inoculation, and found that not a single 
guinea pig at the end of a year was free 
from tuberculosis. Selter has _ recently 
inoculated nine infants with doses of 12 
to 10,000 virulent human tubercle bacilli. 
Eight developed positive skin reactions. 
Autopsy on one infant who died of pneu- 
monia revealed no microscopic evidence of 
tuberculosis. Positive results were obtained 
only by inoculating a guinea pig with 
triturated lymph nodes regional to the site 
of inoculation. Vaccination with Avirulent 
and Attenuated Bacilli: Dixon and Trudeau, 
working at different periods, came to the 
same conclusion, that attenuated cultures 
of tubercle bacilli when inoculated in animals 
can render them immune to a_ second 
inoculation of living virulent bacilli. Very 
little was done along this line at the begin- 
ning of this century due to reports of various 
observers that the human tubercle bacillus 
was not pathogenic for cattle. These ob- 
servations led to experiments in immunizing 
cattle against bovine infection, but it was 
soon found that cattle may harbor virulent 
human tubercle bacilli for a long time and 
pass them into the udder. These experi- 
ments were, therefore, soon abandoned and 
interest revived in attenuated and non- 
virulent microérganisms. ‘Types of germs 
isolated from the slow-worm, turtle and carp 
were experimented with in vain. Vallée 
and Guinard experimented with tubercle 
bacilli sensitized with antituberculosis sera 
on the theory that, the bacilli having ab- 
sorbed the antibodies, the antigen plus 
antibodies was much more effective in pro- 
ducing immunization than the tubercle 
bacilli alone. There has been no study of 
this method on a large scale, however. 
Experiments were also made with various 
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vaccines, prepared from tubercle bacilli and 
modified by clinical means to lose their 
acid-fast properties, these resulting in only 
a slight degree of resistance from their use. 
Of recent years the work of Calmette and 
Guérin has been most important, through 
the use of bovine tubercle bacilli attenuated 
by a long series of subinoculations on a 
potato, bile and glycerine medium. This 
preparation, known as BCG, is not infec- 
tious or toxic for calves even if 100 mgm. 
is inoculated intravenously. In _ earlier 
reports these workers stated that animals 
killed eighteen months after inoculation 
showed no tuberculosis in lungs, abdominal 
viscera or lymph nodes. Recently, how- 
ever, they found that the mediastinal lymph 
nodes of a bullock inoculated eighteen 
months before, produced generalized tuber- 
culosis following guinea-pig inoculation. 
After intensive experiments, however, they 
concluded that it was safe to apply this 
type of vaccination to children, giving by 
mouth three doses of 1 cc. of a suspension 
containing 500,000,000  microérganisms 
within a few days aiter birth. From July, 
1921, to June, 1922, 120 infants were vac- 
cinated, and 80 of these located in 1926 
proved to be allin good health. From June, 
1924, to May, 1926, they vaccinated 356 
infants. Of 145 continuing under observa- 
tion 21 are dead, 17 of these 21 dying from 
diseases other than tuberculosis. From 
July, 1924, to June, 1926, 11,208 children 
were vaccinated, 1,885 continuing under 
observation; of these, 291 had been born 
in tuberculous surroundings. Of these, 11 
died of tuberculosis. Of 563 vaccinated six 
months to one year before June 30, 1926, 
only 2 died, presumably of tuberculosis. 
One puzzling statement, however, was that 
in only 6 per cent of 100 children was the 
skin test positive after vaccination. Vac- 
cination with Killed Tubercde Bacilli: The 
anatomical structure of the tubercle set up 
with dead microérganisms does not vary 
from that caused by living germs. Trudeau 
concluded that the resistance in animals 
immunized with dead cultures was less than 
that in animals given attenuated living 
germs, though more than that in controls, 
the average length of life of the controls 
being 70 days, while when dead cultures 
were used the average time was 99 days as 
compared with 155 days when attenuated 
strains were used. Calmette and Guérin 
immunized cattle with killed tubercle bacilli, 
and thirty days after inoculated them with 
3 mgm. of virulent bovine bacilli. The 


control animals had generalized tuberculosis, 
while in the vaccinated animals only the 
mediastinal lymph nodes were involved. 
Vaccination of children by this method has 


not yet received favor, although Raw 
vaccinated 412 children between the ages of 
eighteen months and fourteen years, all 
from tuberculous surroundings, and in four 
years there was not a single death from 
tuberculosis. Langer has also vaccinated 
some children with dead bacilli, after which 
he observed skin hypersensitiveness develop- 
ing. In the fall of 1920 Petroff made a 
systematic study of dead tubercle bacilli 
used to produce an allergic state in guinea 
pigs and attempted to determine the degree 
of immunity following their injection. 
Human tubercle bacilli cultivated on a 
broth medium were, after eight weeks, 
dessicated and triturated into a fine sus- 
pension with physiological salt solution, and 
standardized so that 1 cc. contained 5 mgm. 
of dry bacilli. This was put in ampoules 
and heated at 100°C. for one hour, then 
injected into guinea pigs of about 400 gm. 
weight in three doses, a total of 7.5 mgm. 
of died bacilli being given. From ten to 
fifteen days after the last injection a definite 
skin reaction could be obtained by a 5 

r cent dilution of old tuberculin, this 
ypersensitiveness persisting for 470 days 
in some of the animals studied. In every 
instance other allergic phenomena were 
identical with those described when living 
germs were used. In an attempt to deter- 
mine the degree of resistance to infection 
established by dead tubercle bacilli, 200 
animals, after the development of skin 
hypersensitiveness, were infected with viru- 
lent human tubercle bacilli. It was found 
that the sensitized animals outlived the 
controls by an average of 46 days, and pre- 
sented much less macroscopic tuberculosis 
at autopsy than did the controls. This 
clearly establishes that injection of dead 
tubercle bacilli can produce an increased 
resistance in healthy animals, which is, 
however, only relative, and not capable of 
warding off the massive infection. Im- 
munity can be set up by living virulent 
bacilli, the dosage being so regulated as to 
avoid massive infection, but in order to keep 
up the immunity the inoculations must be con- 
tinued, so that the price of actual infection 
must be paid. Also, while dealing with living 
virulent germs, the resistance may be broken 
down by intercurrent disease. Attenuated 
and nonvirulent germs are far safer to use for 
vaccines, and immunity for a considerable 
period may be obtained, but it is not yet 
certain that avirulent germs will not later 
mutate or change into virulent ones in the 
human body. Baldwin and Gardner have 
produced generalized tuberculosis in three of 
five animals by using large doses of Ri, a 
strain isolated by Trudeau thirty-five years 
ago, which has lost much of its original 
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virulence. The immunity established with 
dead tubercle bacilli is more than partial, 
the animals not varying from those infected, 
anatomically, allergically or.immunologically, 
and there is no danger in using such material. 
The allergic state may last as long as 560 
days. The dosage of material used in 
testing the immunity is of great importance, 
as hitherto too large doses have been used, 
a single animal being inoculated with enough 
bacilli to infect thousands, thus breaking 
down the possibility of established resist- 
ance.—IJmmunity in Tuberculosis. Vac- 
cination with Living Virulent, Avirulent 
and Dead Tubercle Bacilli, S. A. Petroff, 
J. Am. M. Ass., July 23, 1927, lxxxix, 
285.—(G. L. L. 


Immunity in Tuberculosis.—The im- 
munity found in tuberculosis is basally 
different from that in acute infectious dis- 
eases in that the immune forces arising from 
the first tuberculous infection only slightly 
affect the multiplication of the bacilli and 
do not suffice to suppress the infection 
entirely or permanently. The condition 
more closely parallels that in syphilis and 
leprosy, and tropical protozoal discases 
still more closely. All of these are para- 
doxical in that the afflicted organism is 
both diseased and immune at the same time, 
and the immunity is only relative and labile, 
favoring now the microérganism of disease 
and again the host. Clinical health is 
interrupted by exacerbations which in 
trypanosomiasis regularly leads to death, 
and in other diseases to recovery. The 
immunity is not humoral, affecting the 
entire body, for virulent microérganisms can 
circulate in the blood without there being 
clinical disease, yet there exists a marked 
resistance toward superinfection. This im- 
munological “inhomogeniety”’ is developed 
over many years, and in a certain order, in 
that individual organs and tissues take part 
in the basic disease sequentially. Typical 
pulmonary tuberculosis occurs without 
superinfection, but the possibility of a super- 
infection cannot be completely denied even 
though its incidence be slight. The Koch 
phenomenon and allergy indicate a resist- 
ance toward superinfection. Tuberculin is 
not a toxin, and tuberculin hypersensitive- 
ness not an immunity, and it seems estab- 
lished that tuberculoimmunity comprises no 
antitoxic component. The possibility of 


separating the valuable and the harmful 
antigens has no experimental foundation, 
according to Much. There is no causal 
relation between the antigenic titre of a 
serum and immunity, and tuberculoimmu- 
nity does not appear to depend upon bac- 
Neither immunity nor 


tericidal antibodies. 


prognosis can be determined, according to 
Much, from the tuberculin hypersensitive- 
ness that exists, since the latter can arise 
independently of immunity. Likewise, im- 
munity is independent of the grade of the 
disease, and clinically healthy infected 
individuals can display an exceptional pro- 
tection.—Die Immunitatslehre der Tuber- 
kulose, J. Hollo, Ztschr. f. Tuberk., 1926, 
xlv, 109.—(H. J.C.) 


Immunity in Tuberculosis.—There is 
definitely a healing of tuberculosis, which is 
wholly dependent upon immunity, that is, 
the healing power and resistance of the 
body. Tuberculosis immunity cannot be 
studied in the guinea pig, which reacts 
entirely opposite to the human being in its 
behavior to tuberculous infection. This 
makes it necessary that all studies of im- 
munity must be made exclusively on man, 
and by clinical and experimental biological 
methods. A tuberculosis institute for in- 
vestigation should not be located in a tuber- 
culized community, but rather in a tuber- 
culosis-free or lightly infected vicinity (as in 
Turkey and Siberia). The course of tuber- 
culosis, whether progressive (active), non- 
progressive (inactive), or healing, is entirely 
dependent upon the immunity which may be 
complete, sufficient or insufficient. Bio- 
logically, healing is dependent upon three 
steps, namely, balance, superstimulation, and 
substimulation. These three steps are in 
no way stable, but vary, and change from 
one to the other, at times rapidly. Every 
new stimulant can change the conditions, 
and in all three of these steps there are an 
active and an inactive tuberculosis. There- 
fore, it is not possible to have a cure-all for 
tuberculosis. Every case requires special 
individual treatment. Even though the 
laws of nature cannot be entircly fathomed 
an effort should be made to progress in this 
direction.—7uberkulosefragen. Vorlesung im 
Hésaal der med. Klinik von Prof. v. Koranyi 
in Budapest, Fnde April, 1926, H. Much, 
Beitr. z. Min. d. Tuberk., 1926, xiii, 1011.— 
(H. J. C.) 


Immunization with Filterable Virus. 
—Some guinea pigs, injected with 2 cc. of 
filtrate from tuberculous lesions or cul- 
tures, revealed a very remarkable resist- 
ance against a subsequent infection with 
virulent tubercle bacilli. The virulence of 
the filterable virus and an appropriate dosage 
are decisive factors in producing what is 
termed absolute immunity. Highly viru- 
lent tubercle bacilli will, however, break 
through this immunity. It has been shown, 
then, that the filterable virus has patho- 
genic, allergizing and immunizing proper- 


ABSTRACTS OF 


ties.— Résistance conférée au cobaye par le 
virus filtrant tuberculeux vis-a-vis de Vinjec- 
tion tuberculeuse expérimentale mortelle, F. 
Arloing, L. Thevenot, A. Dufourt and J. 
Malartre, Meeting, Acad. d. Méd., October 
11, 1927, reported in Prog. Méd., October 22, 
1927, no. 43, 1670.—(M. P.) 


Mediate Auscultation since Laen- 
nee.—During the three years, 1816 to 1819, 
the knowledge of pulmonary pathology made 
more progress than in two thousand years 
of groping rescarch. This was made possible 
through the work of Laennec. For many 
years following its introduction to the 
medical profession, the stethoscope was 
rarely used and served only as the tradi- 
tional ornament on the physician’s table, 
the immobile witness of a defunct grandeur. 
To-day, however, the stethoscope, by its 
daily world wide use in the hands of number- 
less physicians, pays homage to him, whom 
one of his adversaries posthumously called, 
“the regrettable Laennec.’”’—L’auscultation 
médiate au temps de I aennec et de nos jours, 
J. Walser, Prog. Méd., December 11, 1926, 
no. 51, 1963.—(U. E. Z.) 


Physical Signs in Closed Pneumo- 
thorax.—Vocal fremitus is diminished or 
absent in a total or subtotal pneumothorax; 
it is slightly increased over noncollapsed 
areas. In a partial pneumothorax it is 
diminished over the small areas in which the 
air is localized. The percussion note over a 
pneumothorax is clearer with a tendency 
toward tympany; this is especially marked 
when the tension is great. Breath-sounds 
are diminished or absent over gas-contain- 
ing areas. Bronchial and amphoric breath- 
ing is heard when the tension in the gas- 
distended pleura reaches a certain level. 
Bronchophony is present over the pneumo- 
thorax area, acquiring a characteristic in- 
crease in resonance, and the nasal quality of 
the voice heard over a normal lung is lost. 
The whispered voice is distinctly trans- 
mitted, and it becomes metallic when the 
tension reaches a _ variable limit and 
stronger vibrations are produced. The 
changes in vocal fremitus and whispered 
voice are valuable diagnostic signs in the 
demonstration of a pneumothorax and its 
extent.—Sulla inter pretazione di alcemi feno- 
meni fisici nel pneumotorace chinso, G. 
Laurenti, Tubercolosi, March, 1927, xix, 
109.—(U. E. 2.) 


Transmission of Signs from Diseased 
to Healthy Hemithorax.—The mode of 
transmission of pathological signs from a 
diseased to a healthy lung may be extra- 
pulmonic, intrapulmonic or a combination 
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of both. In the extrapulmonic mechanism 
the thoracic bony structures have a distinct 
conductive power. Sounds emanating at 
one point of the chest can be conveyed 
along the bony framework to another part. 
In a case with a right-sided thoracoplasty, 
bronchocavernous breath-sounds, emanating 
from a cavity in the right lung, were trans- 
mitted by conduction to the vertebral 
column, and from here to the left transverse 
processes and left ribs, to be heard over the 
vertebral column on the left side. In 
patients with pneumothorax, the coilapsed 
lung, being displaced beyond the midiine of 
the sternum or the spinal column, may con- 
vey signs to the sound side. In the intra- 
pulmonic mechanism the pathological sounds 
of sufficient intensity, originating in the 
diseased lung, are conveyed to the opposite 
healthy side by the trachea and bronchi. 
This mechanism assumes a minor significance 
because sounds of sufficient intensity, to be 
so transmitted, are not produced very often. 
It must be borne in mind, however, that 
secretions from an affected lung may shift 
to the contralateral side and produce 
physical manifestations there. It must be 
remembered as well that certain nonpatho- 
logical conditions may be present in the 
nontuberculous side, such as muscle-sounds 
or definite pathological changes, such as 
tumor, bronchiectasis, etc., which may 
simulate transmitted signs.—The Trans- 
mission of Pathologic Signs from a Diseased 
to a Healthy Hemithorax, N. Michelson, 
Am. J. M. Sc., May, 1927, clxxiii, 694.— 
(U. E. Z.) 


Subjective Audition of Pathological 
Pulmonary Sounds.—Exaggerated sub- 
jective response to pathological sounds con- 
veyed from diseased lungs may take place 
(1) in a normal ear by the obstruction of the 
external auditory canal, (2) in the presence 
of a retracted drum, due to chronic catarrh 
of the Eustachian tube, and (3) in inflam- 
matory affections of the middle ear. Thus, 
subjective audition of pathological pulmo- 
nary sounds may give rise to more than one 
interpretation, thereby limiting its diag- 
nostic worth. Moreover, the amplification 
of rales in one ear docs not determine the 
location of the pulmonary involvement. 
This can be readily demonstrated in a 
patient with a strictly unilateral lung lesion. 
For instance, when the right lung is diseased, 
and the left tragus is compressed, rales may 
become audible in the left ear. On closure 
of the homolateral ear the rales would be 
heard there also—A Note on the Subjective 
Audition of Pathologic Pulmonary Sounds, 
N. Michelson, Am. J. M. Sc. July, 1927, 
cxxiv, 113.—(W. I. W.) 


| 
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Contour of Normal and Tuberculous 
Chests.—Contrary to the common belief 
it has been shown that the normal chest is 
flatter than the tuberculous, that is, it has 
a lower thoracic index, by which is meant 
the ratio of the anteroposterior to the 
transverse diameter. Hutchinson has shown 
that the tuberculous chest is absolutely 
narrower, deeper and more round than the 
normal, approximating that of the quad- 
ruped type. His studies in comparative 
anatomy revealed that the higher the form 
of mammal, the lower was the thoracic 
index. Investigators have determined that 
the chest continually undergoes changes 
from infancy to adult life, then gradually 
assuming a greater index. Personal ob- 
servation proved that in most tuberculosis 
patients those who appeared to have: flat 
chests proved to be deep-chested when 
asked to straighten up and throw their 
shoulders back. Six series of measurements 
at the level of the nipple were made on 
various types of chests, namely, on 140 
adult patients with pulmonary tuberculosis, 
166 normal adult chests, 51 abnormal chests 
of children, 99 chests of normal children, 40 
normal adult chests of patients with chest 
complaints and 25 patients troubled with 
asthma, bronchitis and bronchiectasis. The 
average thoracic index of the 140 adults 
with pulmonary tuberculosis was 75.87 per 
cent for males and 75.40 per cent for females, 
the group average being 75.64 per cent. 
The male chest averaged slightly deeper 
than the female. For normal chests, 166 
University of Minnesota students were 
measured, the average index being 68.1 per 
cent, this figure being somewhat lower than 
that found by most other investigators. 
The average anteroposterior diameter was, 
therefore, relatively much greater in the 
tuberculous than in the normal chests. 
The average index of the chests of 99 normal 
children was 72.4 per cent for boys and 70.8 
oy cent for girls, the group average being 

1.6, while measurements of chests of ab- 
normal children revealed an average index 
of 74.29 per cent. Those patients troubled 
with asthma and bronchiectasis showed a 
very high average thoracic index, 82.83 
per cent. It was very interesting that the 
group of patients having chest complaints 
but no demonstrable pathological changes in 
the lungs had an average index higher than 
that. of the normal chests but lower than 
that found on the pulmonary-tuberculo- 
sis cases, indicating that they should be 
kept under observation as probable tuber- 
culosis suspects. A series of experiments 
proved that the average vital capacity of 164 
normal students was 60 per cent higher than 
that of 69 tuberculosis patients. The whole 


series of experiments seemed to prove that 
the flat chest appears to be the healthy 
chest, while the round or deep chest is 
probably an infantile undeveloped chest and 
is probably more prone to tuberculosis, early 
childhood diseases that could be prevented 
by prompt treatment perhaps playing an 
important part in hindering the proper de- 
velopment of the chest.—Contour of Normal 
and Tuberculous Chests, S. A. Weisman, J. 
Am. M. Ass., July 23, 1927, lxxxix, 281.— 
G. L. L.) 


Pulse-Rate in Phthisis.—The records of 
253 patients discharged from the Trudeau 
Sanatorium were studied as to maximum 
and minimum, and range of pulse-rate. It 
was found that the minimum rate has no 
significance, the maximum is significant as to 
its bearing as a sign of active disease but of 
much more significance is the range of the 
pulse-rate which was low in arrested cases 
and higher on up to the unimproved group.— 
The Significance of the Pulse Rate in Phthisis, 
Tubercle, April, 1927, viii, 
314.—(B. H. D.) 


Venous Pulse as Sign of Change in 
Pulmonary Tuberculosis.—Pulsation of 
the jugular vein in three patients with pul- 
monary tuberculosis and coincident bron- 
chial and cervical lymph-node tuberculosis 
are recorded. The occurrence of such lymph 
nodes between the carotid and jugular veins 
can transmit the pulsation from the former 
to the latter. This “acardiogenic’’? venous 
pulse can disappear during the course of 
treatment and diminution in the size of the 
lymph nodes.—Der Venenpuls bei Lungen- 
tuberkulose als Zeichen eines Wechsels im 
Verlaufe derselben, P. A. Sergiewsky, Beitr. 
z. Klin. d. Tuberk., 1926, Ixiv, 593.— 
C8. 


Polymorphonuclear Leucocytes in Tu- 
berculosis.—This study is based on 67 
cases without death and 6 which came to 
autopsy. They represent all clinical stages 
of tuberculosis and include medical and 
surgical cases. The ages ranged from two 
to seventy-one years. The blood counts 
totalled 247, and 119 differential counts 
were made. Twenty-four cases had but one 
count, 26 cases had three or more counts, 
and the remainder nad two counts. Fifty-six 
cases showed a leucocyte count ranging 
from 9,200 to 38,000. In 14 cases the range 
was from 7,500 to 4,800. A range from 71 
to 95 per cent in the polymorphonuclear 
leucocyte estimation was observed in 40 
cases. In 8 cases it ranged from 59 to 40 
per cent. In 17 cases the count ranged 
from 60 to 70 per cent. The lymphocyte 
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count varied from 26 to 64 per cent in 29 
cases, 19 to 5 per cent in 30 cases, and from 
20 to 25 per cent in 8 cases. The eosino- 
philes ranged from 0 to 5 per cent, and the 
mononuclear leucocytes from 0 to 11 per 
cent. Conclusions: The clinical blood pic- 
ture in tuberculosis substantiates the impor- 
tant réle played by the polymorphonuclear 
leucocyte in the process of caseation. An 
increase of neutrophiles in tuberculosis is an 
indication of a progressive caseating lesion, 
and is hence a bad prognostic sign. Total 
and difierential leucocyte counts are of 
clinical significance in tuberculosis and 
should be more commonly and thoroughly 
done.—The Polymorphonuclear Leucocyte in 
the Tuberculous Blood Picture, EB. M. 
Medlar and G. J. Kasilin, Am. J. M. Sc., 
June, 1927, clxxiii, 824.—(U. E. Z.) 


Urobilinuria in Pulmonary Tuber- 
losis.—Although the existence of tuber- 
culous hepatitis, from a pathological stand- 
point, is contested by German authors, the 
frequent digestive disturbances accompany- 
ing pulmonary tuberculosis suggest an 
hepatic factor. The presence and degree 
of urobilinuria, by the methods of Ehrlich, 
and of Grimbert and Schlesinger, have been 
studied in 72 patients, 15 with closed lesions 
and 57 open. Details of some of these cases 
are reported. In those with advanced 
lesions and severe constitutional symptoms 
the reaction was intense and persistent. In 
those with limited lesions it was usually 
proportional to the symptoms exhibited. 
In most early and favorable cases under 
sanatorium treatment it was weakly positive 
or negative. Jagnov and Haimovici regard 
it as a clinical indicator of hepatic insuffi- 
ciency.—L’urobilinurie dans la tuberculose 
pulmonaire, S. Jagnov and S. Haimovici, 
Rev. d. 1. Tuberc., June, 1926, vii, 420.— 
(A. P.) 


Euphoria of Tuberculosis Patients.— 
The paradoxical euphoria of the severe case 
of phthisis is viewed as part of the tubercu- 
lous intoxication which attacks the vegeta- 
tive nervous system.—Uber die Euphorie 
der Phthisiker, E. Hoffstaedt, Ztschr. f. 
Tuberk., 1926, xlv, 385.—(H. J. C.) 


Classification of Early Symptoms of 
Pulmonary Tuberculosis.—The symp- 
toms of pulmonary tuberculosis are usually 
grouped as organic and functional, and this is 
decidedly unsatisfactory. Most of the early 
symptoms of the disease, such as slight fever, 
anorexia, undue exhaustion, vague thoracic 
pain, are common to severa! other diseases 
and are not distinctive of tuberculosis, 
unless taken together and found in the 


absence of other exciting cause. Diagnosis 
is entirely too commonly thought of solely 
or largely in terms of physical signs. Symp- 
toms usually antedate signs and we should 
attempt to determine whether the deviation 
from normal represents (1) increased or 
decreased organic function and (2) through 
what agency the disturbance is brought 
about. There must be no artificial barrier 
raised between function and structure. ‘The 
nervous system plays a great part in the 
production of symptoms in_ tuberculosis, 
through stimulation of the afferent and 
efferent nerves in reflex or referred pain or 
tenderness about the shoulder or chest, or 
through sympathetic system in respect to 
fever. Rigidity or tenderness of the mus- 
cles attached to the thoracic wall, or, later, 
atrophy of them, are important signs to be 
taken into account in the early diagnosis of 
the disease, because they indicate reflexly 
that there is some disorder within the re- 
ferred zone. As to haemoptysis, there may 
be other causes than congestion in the dis- 
eased part or actual erosion of the vessels. 
It may be preceded by bleeding in other 
parts of the body, such as unusual liability 
of the gums to bleed from cleaning the teeth 
or ecchymoses from trivial causes, and these 
may be associated with lassitude, constipa- 
tion, or what not. With these indications in 
mind, a patient may at times ward off pul- 
monary bleeding by more rest, laxative, etc. 
If we approach symptoms from such a point 
of view, we will be repaid by establishing a 
scientific basis for their classification.— 
The Classification of the Symptoms of Pul- 
monary Tuberculosis, S. V. Pearson, J. State 
Med., May, 1927, xxxv, 259—(H. S. W.) 


Expectoration of Pleural Origin.— 
The sudden expectoration of a large quan- 
tity of fluid from the pleural cavity most 
commonly follows the rupture of an inter- 
lobar empyema into a bronchus. This is 
probably due to the close relationship 
between the interlobar fissure and the 
bronchi. If rupture of an empyema from 
the larger pleural cavity occurs it usually 
takes place through the parietes because 
there is no direct connection between the 
bronchi and the pleural space. An inter- 
lobar serous effusion rarely breaks through 
into the bronchial tree. An_ interlobar 
empyema may fill up the entire fissure, and 
its contents may measure as much as one 
litre. Interlobar pleurisy is almost always 
secondary to pneumonia, bronchopneumonia, 
splenopneumonia, or pulmonary gangrene. 
It is frequently seen as a sequel to a basal 
pleural effusion. The physical signs are 
never distinctive when the empyema is 
closed, and the diagnosis is made only when 
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rupture occurs. The onset is similar to 
that of an ordinary pleurisy or pneumonia. 
Dyspnoea is very pronounced. An area of 
dulness situated between an upper and 
lower area of resonance is sometimes found. 
The roentgenological examination reveals a 
dense shadow in the region of the great 
fissure; this shadow varies with the patient’s 
position. In the frontal plane it lies trans- 
versely across the hemithorax. A coexisting 
empyema in the larger pleural cavity may 
mask the interlobar shadow. If rupture 
occurs, it is usually indicated by a sudden 
massive expectoration. Following the ex- 
pulsion of the fluid, signs of cavitation may 
be obtained if the fistulous opening is not too 
narrow. At this stage the circumscribed 
cavity with a fluid level is sometimes 
observed on the X-ray picture. After 
evacuation is complete, spontaneous healing 
occurs. In the majority of cases, however, 
the disease is characterized by recurrences, 
and chronic suppuration continues with 
moderate expectoration. The diagnosis is 
very difficult in long-standing cases. Roent- 
genological studies following an injection of 
lipiodo] will frequently show the persistent 
cavity. The most notable complications 
that may follow this condition are pulmon- 
ary sclerosis, bronchiectasis, secondary in- 
fection of the air-passages, gangrene and 
septicemia. Treatment is very unsatis- 
factory. Since the majority of cases are due 
to the pneumococcus, serum and vaccine 
therapy may be tried. In cases with gan- 
grene, antigangrene serum may be of value. 
The production of an oleothorax with 
Gomenol has been tried, but Gomenol is too 
irritating, and its use is often followed by 
disastrous results. Artificial pneumothorax 
may give good results if no pleural adhesions 
exist; they are usually present in abundance, 
however. Pleurotomy with drainage is the 
operation of choice, but it is fraught with 
difficulties because the interlobar empyema 
is very limited in extent and there is danger 
of spreading the infection into the lung 
itself—Vomiques pleurales, C. Achard, Prog. 
Méd., May 28, 1927, no. 22, 833.—(U. E. Z.) 


Massive Expectoration from Lungs.— 
The sudden expulsion of pus from the lungs 
is chiefly due to the rupture of a lung abscess 
into the bronchus. The abscess may be the 
sequel of a lobar pneumonia or a broncho- 
pneumonia; or due to a suppurating infarct. 
It usually remains unrecognized for a long 
time. The clinical history may be very 
meagre. The primary pneumonic lesion 
may not undergo resolution at the expected 
time and fever continues. When the suppu- 
rating cavity finally discharges its contents 
spontaneously, the diagnosis is apparent. 


The physical signs after evacuation are those 
of open cavitation. X-ray has made the 
early diagnosis of these cases much more 
frequent. Lung abscess due to the pneumo- 
coccus heals most readily. The air-passages 
through which the pus is expelled often 
become infected and pulmonary gangrene is 
acommon complication. In gangrene of the 
lung the expectorated material is charac- 
teristically putrid. All putrid expectoration 
is not due to a gangrenous process, however. 
In many cases of pulmonary gangrene, the 
symptomatology is that of a pleuritis. This 
pleuritic form is due to subpleural septic 
emboli. Treatment is often discouraging. 
Surgery gives only mediocre results. Arti- 
ficial pneumothorax is efficient in a limited 
number of cases. The intratracheal injec- 
tion of antiseptics (gomenol, eucalyptol, 
lipiodol) has been strongly advocated by 
many observers. When the process is due 
to a spirochaetal infection, the use of 
arsenobenzol has been followed by satis- 
factory results. Sera against the prevailing 
microérganisms may be of value. In cases 
in which diagnosis has been made rather 
early, surgical intervention or artificial 
pneumothorax is the procedure of choice.— 
Vomiques pulmonaires, C. Achard, Prog. 
Méd., May 28, 1927, no. 22, 838.—(U. E. Z.) 


Thoracic Pain in Pulmonary Tuber- 
eulosis.—In the various diseases of the 
respiratory tract pain is a valuable diag- 
nostic symptom and in the acute disease it is 
especially diagnostic. In early pulmonary 
tuberculosis pain is not a_ characteristic 
feature and cannot be used as a diagnostic 
criterion. The patients often complain of 
sensations, although not actually painful, 
which can be associated with the character 
of the lesion. They may complain of a sense 
of oppression or localized tightness, which are 
expressions of pleural processes. There may 
be sensations of heaviness or pulling, due to 
localized bronchopneumonic areas or hilar 
lesions. ‘True pain is rather infrequent and 
not often very violent. Occasionally it may 
be insistent and annoying to the patient. 
Stabbing pain is of pleural origin and lan- 
cinating pain is neuralgic. Pain may be 
localized in the superficial thoracic muscles 
(myalgic), or it may be subclavicular, inter- 
scapular, mammillary, submammillary, 
intercostal or basal. In these regions it may 
be due to localized apical involvement or to 
pleurisy, cither interlobar or basal. In 
regard to the character of the lesion, pain is 
slight or absent in the acute diffuse forms: 
miliary form, galloping phthisis, typho- 
bacillosis of Landouzy, caseous forms, ex- 
tensive bronchopneumonic forms, cavitating 
forms. In the subchronic and chronic forms, 
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slight pain exists in the fibrocaseous type; 
fibrotic tuberculosis is often painful; 
sclerosing tuberculosis is very painful, as are 
also peribronchial and infiltrative tuber- 
culosis—J dolori toracici nella tubercolosi 
polmonare, E. Zamboni, Tubercolosi, July, 
1927, xix, 260.—(U. E. Z.) 


Errors in Diagnosis of Pulmonary 
Tuberculosis.—Rist is in agreement with 
Canuyt in his views of the unity, anatomical, 
physiological and pathological, of the respira- 
tory apparatus, and in deploring the tra- 
ditional practice of setting up fictitious 
barriers, which only serve to increase the fre- 
quency of grave diagnostic and therapeutic 
mistakes. The importance of the matter in 
question, however, needs more strokes of the 
hammer to drive the nail in more deeply. 
Pulmonary tuberculosis has always occupied 
a place apart in internal medicine, not so 
much because of its frequency and gravity as 
of its character as a social disease. It is 
constantly presenting a series of social 
problems with all sorts of distant repercus- 
sions. It often lasts years and, because of its 
therapeutic requirement of prolonged com- 
plete rest, it creates a prolonged and com- 
plete incapacity for work and a charge on the 
community. It is contagious, especially for 
young children. Tor these reasons the in- 
dividual physician alone cannot solve all its 
problems, and all civilized communities 
have set up complicated and costly organiza- 
tions: dispensaries, specialized medical 
staffs, hospitals, sanatoria, visiting nurses, 
preventive establishments of various sorts. 
A duty is imposed of using these agencies 
economically and to the best possible effect. 
Every individual wrongly considered tuber- 
culous means an unnecessary charge on the 
community, and the money and effort so 
spent are wasted. He deprives someone 
else of a bed needed and is himself often 
forced into moral and economic diaster. 
The key to all effective antituberculosis 
work is a good diagnostic method. All the 
intricate and ingeniously devised and ad- 
justed wheels of the mechanism set up to 
deal with the disease and its consequences 
are clogged if primary importance is not 
attached to the precise, rigorous and scien- 
tific functioning of that headquarters where 
all information comes and whence directions 
go out,—the physician’s consultation cham- 
ber. The diagnostic problem is paramount. 
Actually, there are few diseases which so 
often lend themselves to mistake in diag- 
nosis. Rist has gathered his knowledge from 
personal observation and compilations made 
at (1) military centres of selection during 
the war, (2) control of the nursing personnel 
of the Paris hospitals and (3) the antituber- 


culosis dispensary of the VII¢ “‘arrondisse- 
ment” of Paris (Léon Bourgeois). Some 
figures follow: J: At the centre of selection 
for the Sixth Army, at Compiégne in 1916, of 
192 cases referred because of presumptive 
tuberculosis, 53 were definitely confirmed 
(active, torpid or cured), or 27.5 per cent. 
2: At the military centre of selection at the 
Hopital Laennec, Paris, in 1918-1919, of 
342 presumptive cases referred, only 37, or 
10.8 per cent, were confirmed. 3: Of 167 
soldiers mustered out for tuberculosis and 
sent to the military centre at Paris in recent 
years, 57, or 33.9 per cent, were really tuber- 
culous. 4: Of 608 men exempted or must- 
ered out for tuberculosis from 1896 to 1914 
in the Department Indre-et-Loire, and 
living in 1917, 190, or 31 per cent, were 
found by Rist to show signs of tuberculosis 
inanyform. 5: Of 1,000 consulting patients 
personally examined by Rist at the Léon 
Bourgeois Dispensary in 1919-1920, 330 
were found by him to actually have pul- 
monary tuberculosis. 6: Of 315 individuals 
in the nursing service of the Paris Hospitals 
sent for consultation to the dispensary with 
diagnosis of presumptive tuberculosis in 
1923, only 123 could be confirmed as actually 
affected, or 39 percent. From whatever the 
source, the proportion of cases confirmed is 
always under 50 per cent; hence, the error is 
always greater than 50 percent. This means 
unjustified pensions, inopportune sojourns 
in institutions, pecuniary subventions or 
allocations which are pure loss. One must 
also consider the moral and economic dis- 
asters, interrupted careers, interdicted mar- 
riages, homes sterilized, dislocated or ruined, 
education disoriented, lives bungled. 
Among these unfortunates are many who 
are indeed ill, their affection sometimes 
being serious, sometimes not, but neverthe- 
less, mistreated because wrongly diagnosed. 
Sources of Error: First, there are chronic 
pulmonary or pleuropulmonary affections, 
nontuberculous, which give rise to from 8 to 
15 per cent of diagnostic errors. Such 
conditions are bronchiectasis, postpneumonic 
or post-traumatic sclerosis, hydatid cysts, 
malignant or benign tumors, abscess of the 
lung, interlobar pleurisy, emphysema. Next 
come cardiovascular disorders, especially 
mitral stenosis, causing haemoptysis and 
passive pulmonary congestion, and chronic 
endocarditis, with irregular fever, wasting, 
pallor and cachexia, greatly simulating 
tuberculosis. Basedow’s disease has striking 


features which may suggest tuberculosis, 
especially the formes frustes, without notable 
thyroid hypertrophy or ocular anomalies. 
Such objective signs as rapid wasting, sweats, 
thermic instability, tachycardia and dry 
cough, readily suggest tuberculosis. At the 
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same time, true pulmonary tuberculosis is 
quite compatible with some degree of hyper- 
thyroidism. Basal-metabolism studies do 
not relieve the embarrassment, because they 
may show as much increase in pulmonary 
tuberculosis as in mild hyperthyroidism. 
Gastrointestinal affections, which may be a 
source of error, include gastroduodenal 
ulcer, ptosis, and sometimes chronic appendi- 
citis or salpingitis. A referred left inter- 
scapulovertebral pain, with or without 
hyperaesthesia, is frequent with ulcer and 
ptosis, and too easily called pleuritic, subtle 
and chimerical auscultatory signs being dis- 
covered a posteriori. Two other conditions, 
perhaps not strictly pathological, which may 
give rise to mistaken diagnoses, are fatigue 
and sorrow or trouble. Physical fatigue, 
when prolonged, causes poor nutrition, poor 
sleep, wasting and failing powers. It is too 
often forgotten that many young people, 
especially girls, are forced to work beyond 
their physical capacity. A change of occu- 
pation is often the remedy. Prolonged and 
preoccupying sorrow or trouble affects 
appetite, sleep, volition and energy. It 
makes people grow thin and look badly. 
Too lightly do physicians add the care of a 
chimerical or fancied tuberculosis to the more 
legitimate and natural moral anguish. A 
case is cited of a young nurse, given six 
months’ leave of absence and urged to entera 
sanatorium because of “tuberculous im- 
pregnation,” manifested by no functional 
symptom or physical sign. Rist’s social 
service assistant found her in grief because 
her fiancé had abandoned her. She wanted 
to forget her trouble by work and was 
desperate when this was not allowed. She 
was cured and returned to her profession. 
A little knowledge of the human heart does 
no harm in medical practice. The ma- 
jority of mistakes, however, are caused by 
affections of the upper respiratory tract. 
At the centre of selection of the Sixth Army 
these constituted 89 per cent of errors, at the 
Léon Bourgeois Dispensary 53 per cent, and 
at the other places mentioned, between 55 
and 60 per cent. The extension of rhino- 
pharyngolaryngeal infections to trachea and 
bronchi is so common that to ignore these 
conditions is to invite mistakes. There must 
also be considered the influence of a medical 
tradition which has long accorded pre- 
dominance to most vague and commonplace 
general and functional symptoms over care- 
fully elicited objective signs, and of a 
transcendent stethacousticism, which, rashly 
breaking away from Laennec’s wise rules and 
from the control of pathological anatomy, 
has built up a symptomatology in flagrant 
contradition to fundamental physical prin- 
ciples of auscultation, and which is con- 


stantly confuted by living pathology, as 
shown in roentgenographic studies. So 
long as diagnoses are made on the finding of 
supposed rude or granular breathing, the 
finding of bacilli in the sputum or topo- 
graphical determination of lesions by X-ray 
being considered superfluous, physicians 
will continue to pass by such upper respira- 
tory conditions as nasal deformations and 
diseases and not to look for purulent sinusitis. 
Another important condition is close colla- 
boration between  phthisiologist and 
otorhinolaryngologist. Certain specialists are 
reluctant to give information on anything 
but nasal permeability. Nasal obstructions 
are of only minor importance in the patho- 
logical relations between the upper air- 
passages and the intrathoracic organs of 
respiration. When, however, a competent 
rhinologist declares he can find nothing to 
explain a generalized bronchitis, this nega- 
tive information should spur the phthisiol- 
ogist to renewed efforts to seek the pul- 
monary lesion. Sometimesa bronchitis may 
be localized to a single lobe, constituting a 
difficult problem to solve. Such a condition 
may be due to upper-respiratory infection. 
Prolonged sinus infections may even give 
rise to pulmonary parenchymal lesions. 
Rist recalls at least three cases of bron- 
chiectasis of ethmoidal origin. Again, 
chronic upper respiratory infection may 
coexist with pulmonary tuberculosis. It 
may cause a Catarrhal laryngitis. In the 
realm of laryngeal complications again, we 
find an echo of the unjustified presumptions 
so common in the field of pulmonary tuber- 
culosis. Another point of interest is that 
torpid or cured tuberculous lesions of the 
lung may take on an appearance of activity 
in the presence of catarrhal conditions of 
the upper air-passages, which are localized at 
the site of least resistance. These supposed 
reactivations disappear when the nasal 
affection causing them is treated. Simple 
chronic rhinopharyngeal or oropharyn- 
geal inflammation may cause all kinds of 
coughing, often very violent. The problem 
sometimes arises of operative intervention 
for abnormalities of the nose. Bloody and 
traumatizing operations should be avoided 
when possible, as both general anaesthesia 
and operative trauma, especially if there is 
much bleeding, favor the awakening of 
dormant tuberculous lesions. Haemoptyses 
cannot be infallibly regarded as due to 
pulmonary tuberculosis. Tubercle bacilli 
should be sought for in the blood expelled 
and the sputum of the next few days. 
In their absence and with the failure to 
determine a parenchymal lesion in a good 
X-ray film, the tuberculous origin of the 
haemoptysis must not be presumed, unless 
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all other possible sources of bleeding are 
eliminated. Other pulmonary conditions 
and bronchiectasis must be excluded, also 
cardiovascular disease, especially mitral 
stenosis, and hyperaemic or varicose states 
of the upper air-passages. Rist cites a 
puzzling case of his own, in a young girl, 
who had indeed a calcified deposit in the 
right upper lobe, but in whom the bleeding 
was finally shown to come from a vein in the 
nasopharynx. It is finally emphasized that 
there is no sharp border-line between rhino- 
laryngology and conditions in the chest. 
With the advent of bronchoscopy the rhino- 
laryngologists have crossed the _ border. 
Perhaps phthisiologists will eventually ac- 
quire the skill to handle upper-respiratory 
conditions, just as many now take their own 
roentgenographs. They may even invade 
major surgery and perform subperiosteal rib 
resections and thoracoplasty, as they now 
do pneumothorax. But this day has not 
arrived.—Les diagnostics erronés de tuber- 
culose pulmonaire et les affections des voies 
aériennes supérieures, FE. Rist, Rev. d. l. 
Tuberc., October, 1926, vit, 705.—(A. P.) 


Latent and Clinical Pulmonary Tu- 
berculosis.—Irom one-half to two-thirds of 
infants who react to tuberculin during the 
first year of life die of tuberculosis. From 
the second to the fifteenth year the rate 
maintains a low level, but rises continuously 
through early adult life. With increasing 
age there is a tendency toward healing 
lesions, and investigation has determined 
that the tubercle bacilli have disappeared 
from practically all of the caseous and en- 
capsulated or calcified nodules that persist 
into adult life, while in the apical lesions of 
adults, even if well healed, bacilli persist, 
supporting the view that adult infection is 
exogenous. Despite the decline in mor- 
tality rate, widespread latent infection is 
still prevalent, 80 per cent of children in 
large cities being infected before the twelfth 
year. Various studies have shown that latent 
infections among children in families where 
there is open tuberculosis is far more prev- 
alent than among children of noncontact 
families, the infection is more severe, and in 
many cases it is quite conspicuous in 
roentgenographs. ‘Tracheobronchial tuber- 
culosis with recognizable lesions in the pul- 
monary periphery was found unaccompanied 
by manifest disease in 22.7 per cent of 
children in contact families, and in only 4.5 
per cent in noncontact families. Clinical 
tuberculosis was found in children exposed to 
contact in 9 per cent of cases. Childhood 


tuberculosis is chiefly aerogenous in its mode 
of infection, having its primary localization 
in the lungs. 


A first infection confers a 


temporary immunity, until the lesion has 
healed. A second infection localizes in the 
apex, is chronic in course and confined to the 
lung itself, and in most cases does not mani- 
fest itself clinically. This adult type of 
disease may be seen as early as the seventh 
year. The graver forms of latent infection 
are readily recognized by roentgenographs. 
Hidden tracheobronchial tuberculosis, con- 
cealed infiltrations of the pulmonary paren- 
chyma and latent apical lesions of adolescent 
children can be revealed by appropriate 
methods, the tuberculin reaction being a 
good index as to whether they are progres- 
sive or stationary.— Tuberculosis of Lungs 
and Bronchial Lymph Nodes, E. L. Opie, 
J. Am. M. Ass., October 15, 1927, lxxxix, 
1293.—(G. L. L.) 


Early Diagnosis of Tuberculosis.— 
A serological test for the early diagnosis of 
tuberculosis, analogous to that of the Hecht- 
Levaditi syphilis test, is described. The 
reagents required are the luetic antigen of 
Bordet-Ruclens, the antigen of Boquet- 
Négre (B.N.), sheep’s blood and hirudin. 
In brief, the test consists of mixing the 
patient’s serum, physiological salt solution, 
the antigen of Bordet-Ruelens 1:80, and 
antigen B.N. 1:40, and placing the mix- 
ture 18 hours in the ice-box, after which 
a 2 per cent suspension of sheep’s blood is 
added and the mixture is incubated for 20 
minutes at 37°C. The course of the reaction 
is then followed at intervals of 5 minutes. 
The author has obtained satisfactory results, 
and recommends the test for the early diag- 
nosis of tuberculosis. The test can be 
performed in the laboratory of any sana- 
torium.—Der Weg zur Friihdiagnose der 
Tuberkulose, G. Gellner, Centralbl. f. Bakt., 
1926, xcix, 234.—( II. J. C.) 


Cualitative Diagnosis of Chronic Pul- 
monary Tuberculosis.—The author de- 
fends the qualitative diagnosis against the 
views of Ziegler and Curschmann. Their 
elaboration of the Turban-Gerhard classifi- 
cation is considered a step backward as 
compared to the qualitative diagnosis. The 

ractical results consequent to the use of the 
atter are considered as of special signifi- 
cance.—Zur I’rage der Qualitétsdiagnose der 
chronischen Lungenphthise, L. Rickmann, 
Beitr. z. Klin. d. Tuberk., 1926, lxiv, 605.— 
tH. J. 


Undiagnosed Cough.—A study was 
made of 200 patients with chronic cough, in 
whom the sputum was negative for tubercle 
bacilli. It was found that in all cases in 
which no tubercle bacilli could be found by 
the smear method, inoculation into guinea 
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same time, true pulmonary tuberculosis is 
quite compatible with some degree of hyper- 
thyroidism. Basal-metabolism studies do 
not relieve the embarrassment, because they 
may show as much increase in pulmonary 
tuberculosis as in mild hyperthyroidism. 
Gastrointestinal affections, which may be a 
source of error, include gastroduodenal 
ulcer, ptosis, and sometimes chronic appendi- 
citis or salpingitis. A referred left inter- 
scapulovertebral pain, with or without 
hyperaesthesia, is frequent with ulcer and 
ptosis, and too easily called pleuritic, subtle 
and chimerical auscultatory signs being dis- 
covered a posteriori. ‘Two other conditions, 
perhaps not strictly pathological, which may 
give rise to mistaken diagnoses, are fatigue 
and sorrow or trouble. Physical fatigue, 
when prolonged, causes poor nutrition, poor 
sleep, wasting and failing powers. It is too 
often forgotten that many young people, 
especially girls, are forced to work beyond 
their physical capacity. A change of occu- 
pation is often the remedy. Prolonged and 
preoccupying sorrow or trouble affects 
appetite, sleep, volition and energy. It 
makes people grow thin and look badly. 
Too lightly do physicians add the care of a 
chimerical or fancied tuberculosis to the more 
legitimate and natural moral anguish. A 
case is cited of a young nurse, given six 
months’ leave of absence and urged to entera 
sanatorium because of ‘tuberculous im- 
pregnation,” manifested by no functional 
symptom or physical sign. Rist’s social 
service assistant found her in grief because 
her fiancé had abandoned her. She wanted 
to forget her trouble by work and was 
desperate when this was not allowed. She 
was cured and returned to her profession. 
A little knowledge of the human heart does 
no harm in medical practice. The ma- 
jority of mistakes, however, are caused by 
affections of the upper respiratory tract. 
At the centre of selection of the Sixth Army 
these constituted 89 per cent of errors, at the 
Léon Bourgeois Dispensary 53 per cent, and 
at the other places mentioned, between 55 
and 60 per cent. The extension of rhino- 
pharyngolaryngeal infections to trachea and 
bronchi is so common that to ignore these 
conditions is to invite mistakes. There must 
also be considered the influence of a medical 
tradition which has long accorded pre- 
dominance to most vague and commonplace 
general and functional symptoms over care- 
fully elicited objective signs, and of a 
transcendent stethacousticism, which, rashly 
breaking away from Laennec’s wise rules and 
from the control of pathological anatomy, 
has built up a symptomatology in flagrant 
contradition to fundamental physical prin- 
ciples of auscultation, and which is con- 


stantly confuted by living pathology, as 
shown in roentgenographic studies. So 
long as diagnoses are made on the finding of 
supposed rude or granular breathing, the 
finding of bacilli in the sputum or topo- 
graphical determination of lesions by X-ray 
being considered superfluous, physicians 
will continue to pass by such upper respira- 
tory conditions as nasal deformations and 
diseases and not to look for purulent sinusitis. 
Another important condition is close colla- 
boration between  phthisiologist and 
otorhinolaryngologist. Certain specialists are 
reluctant to give information on anything 
but nasal permeability. Nasal obstructions 
are of only minor importance in the patho- 
logical relations between the upper air- 
passages and the intrathoracic organs of 
respiration. When, however, a competent 
rhinologist declares he can find nothing to 
explain a generalized bronchitis, this nega- 
tive information should spur the phthisiol- 
ogist to renewed efforts to seek the pul- 
monary lesion. Sometimesa bronchitis may 
be localized to a single lobe, constituting a 
difficult problem to solve. Such a condition 
may be due to upper-respiratory infection. 
Prolonged sinus infections may even give 
rise to pulmonary parenchymal lesions. 
Rist recalls at least three cases of bron- 
chiectasis of ethmoidal origin. Again, 
chronic upper respiratory infection may 
coexist with pulmonary tuberculosis. It 
may cause a catarrhal laryngitis. In the 
realm of laryngeal complications again, we 
find an echo of the unjustified presumptions 
so common in the field of pulmonary tuber- 
culosis. Another point of interest is that 
torpid or cured tuberculous lesions of the 
lung may take on an appearance of activity 
in the presence of catarrhal conditions of 
the upper air-passages, which are localized at 
the site of least resistance. These supposed 
reactivations disappear when the nasal 
affection causing them is treated. Simple 
chronic rhinopharyngeal or oropharyn- 
geal inflammation may cause all kinds of 
coughing, often very violent. The problem 
sometimes arises of operative intervention 
for abnormalities of the nose. Bloody and 
traumatizing operations should be avoided 
when possible, as both general anaesthesia 
and operative trauma, especially if there is 
much bleeding, favor the awakening of 
dormant tuberculous lesions. Haemoptyses 
cannot be infallibly regarded as due to 
pulmonary tuberculosis. Tubercle bacilli 
should be sought for in the blood expelled 
and the sputum of the next few days. 
In their absence and with the failure to 
determine a parenchymal lesion in a good 
X-ray film, the tuberculous origin of the 
haemoptysis must not be presumed, unless 
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all other possible sources of bleeding are 
eliminated. Other pulmonary conditions 
and bronchiectasis must be excluded, also 
cardiovascular disease, especially mitral 
stenosis, and hyperaemic or varicose states 
of the upper air-passages. Rist cites a 
puzzling case of his own, in a young girl, 
who had indeed a calcified deposit in the 
right upper lobe, but in whom the bleeding 
was finally shown to come from a vein in the 
nasopharynx. It is finally emphasized that 
there is no sharp border-line between rhino- 
laryngology and conditions in the chest. 
With the advent of bronchoscopy the rhino- 
laryngologists have crossed the border. 
Perhaps phthisiologists will eventually ac- 
quire the skill to handle upper-respiratory 
conditions, just as many now take their own 
roentgenographs. They may even invade 
major surgery and perform subperiosteal rib 
resections and thoracoplasty, as they now 
do pneumothorax. But this day has not 
arrived.—Les diagnostics erronés de tuber- 
culose pulmonaire et les affections des voies 
aériennes supérieures, E. Rist, Rev. d. l. 
Tuberc., October, 1926, vit, 705.—(A. P.) 


Latent and Clinical Pulmonary Tu- 
berculosis.—Irom one-half to two-thirds of 
infants who react to tuberculin during the 
first year of life die of tuberculosis. From 
the second to the fifteenth year the rate 
maintains a low level, but rises continuously 
through early adult life. With increasing 
age there is a tendency toward healing 
lesions, and investigation has determined 
that the tubercle bacilli have disappeared 
from practically all of the caseous and en- 
capsulated or calcified nodules that persist 
into adult life, while in the apical lesions of 
adults, even if well healed, bacilli persist, 
supporting the view that adult infection is 
exogenous. Despite the decline in mor- 
tality rate, widespread latent infection is 
still prevalent, 80 per cent of children in 
large cities being infected before the twelfth 
year. Various studies have shown that latent 
infections among children in families where 
there is open tuberculosis is far more prev- 
alent than among children of noncontact 
families, the infection is more severe, and in 
many cases it is quite conspicuous in 
roentgenographs. ‘Tracheobronchial tuber- 
culosis with recognizable lesions in the pul- 
monary periphery was found unaccompanied 
by manifest disease in 22.7 per cent of 
children in contact families, and in only 4.5 
per cent in noncontact families. Clinical 
tuberculosis was found in children exposed to 
contact in 9 per cent of cases. Childhood 


tuberculosis is chiefly aerogenous in its mode 
of infection, having its primary localization 
in the lungs. 


A first infection confers a 


temporary immunity, until the lesion has 
healed. A second infection localizes in the 
apex, is chronic in course and confined to the 
lung itself, and in most cases does not mani- 
fest itself clinically. This adult type of 
disease may be seen as early as the seventh 
year. The graver forms of latent infection 
are readily recognized by roentgenographs. 
Hidden tracheobronchial tuberculosis, con- 
cealed infiltrations of the pulmonary paren- 
chyma and latent apical lesions of adolescent 
children can be revealed by appropriate 
methods, the tuberculin reaction being a 
good index as to whether they are progres- 
sive or stationary.— Tuberculosis of Lungs 
and Bronchial Lymph Nodes, E. L. Opie, 
J. Am. M. Ass., October 15, 1927, lxxxix, 
1293.—(G. L. L.) 


Early Diagnosis of Tuberculosis.— 
A serological test for the early diagnosis of 
tuberculosis, analogous to that of the Hecht- 
Levaditi syphilis test, is described. The 
reagents required are the luetic antigen of 
Bordet-Ruelens, the antigen of Boquet- 
Négre (B.N.), sheep’s blood and hirudin. 
In brief, the test consists of mixing the 
patient’s serum, physiological salt solution, 
the antigen of Bordet-Ruelens 1:80, and 
antigen B.N. 1:40, and placing the mix- 
ture 18 hours in the ice-box, after which 
a 2 per cent suspension of sheep’s blood is 
added and the mixture is incubated for 20 
minutes at 37°C. The course of the reaction 
is then followed at intervals of 5 minutes. 
The author has obtained satisfactory results, 
and recommends the test for the early diag- 
nosis of tuberculosis. The test can be 
performed in the laboratory of any sana- 
torium.—Der Weg zur Friihdiagnose der 
Tuberkulose, G. Gellner, Centralbl. f. Bakt., 
1926, xcix, 234.—( II. J. C.) 


Cualitative Diagnosis of Chronic Pul- 
monary Tuberculosis.—The author de- 
fends the qualitative diagnosis against the 
views of Ziegler and Curschmann. Their 
elaboration of the Turban-Gerhard classifi- 
cation is considered a step backward as 
compared to the qualitative diagnosis. The 
practical results consequent to the use of the 
latter are considered as of special signifi- 
cance.—Zur I’rage der Qualitdtsdiagnose der 
chronischen Lungenphthise, L. Rickmann, 
Beitr. z. Klin. d. Tuberk., 1926, lxiv, 605.— 
CH. 


Undiagnosed Cough.—A study was 
made of 200 patients with chronic cough, in 
whom the sputum was negative for tubercle 
bacilli. It was found that in all cases in 
which no tubercle bacilli could be found by 
the smear method, inoculation into guinea 
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pigs also proved negative. Of this series, 
37 per cent were diagnosed infectious bron- 
chitis and asthma, the main etiological 
factor being influenza, and the prevailing 
micro6rganisms being Micrococcus catarrhalis 
various strains of streptococci, and secondary 
invaders; 38 per cent, including patients 
with peribronchial and hilum thickening, 
enlarged root lymph nodes, or even fibrotic 
infiltrations in the lungs, particularly if 
basal, comprised an insufficiently diagnosed 
group, considered as potential subjects for 
a later tuberculosis or bronchiectasis. ‘The 
remaining 25 per cent were placed in 
varying categories, such as cardiac condi- 
tions, pleurisy, neurasthenia, malignant 
tumor, etc. Sinusitis was the largest etio- 
logical factor in this group, treatment of the 
infected sinuses often resulting in disappear- 
ance of the cough. The infectious group 
included those with pulmonary infiltrations 
and thickening, with or without enlarged 
root lymph nodes, the chronic cough begin- 
ning from three weeks to two years after an 
attack of influenza or pneumonia. Of this 
group about 10 per cent remained free 
from symptoms after two years, on 
the use of an autogenous vaccine. Lipiodo 
was found to be of distinct value in the 
diagnosis of basal nontuberculous condi- 
tions.—Undiagnosed Cough, W. C. Voor- 
sanger and F. Firestone, J. Am. M. Ass., 


October 1, 1927, lxxxix, 1137.—(G. L. L.) 


Diagnosis of Pulmonary and Tracheo- 
bronchial Tuberculosis.—The first stage 
of pulmonary tuberculosis is characterized 
by the presence of a pathologically active 
primary focus, usually without clinical signs 
of activity. In the secondary stage the 
tracheobronchial lymph nodes become in- 
volved, among other signs of pressure from 
the enlarged nodes, especially in children, 
being a high-pitched metallic cough, expira- 
tory wheeze or stridor, or even sufficient 
dyspnoea to simulate croup or asthma and 
to cause cyanosis and even facial oedema. 
A true d’Espine’s sign is valuable, as is also 
venous enlargement over the upper chest 
and back. Sputum examinations are rarely 
positive, but valuable evidence is obtained 
from the roentgen-ray, and from tuberculin 
and complement-fixation tests. In the third 
stage the pulmonary parenchyma is more or 
less widely involved, with a tendency in 
young children to miliary tuberculosis, which 
is easily overlooked in the early stages 
because the symptoms are often obscure, 
perhaps no more than a failure to gain in 
weight, cough being negligible and fever 
slight until the final weeks. There is 
usually a direct extension from the tracheo- 
bronchial lymph nodes to the structures 


about the hilum. Tuberculous broncho- 
pneumonia in children is frequent, charac- 
teristic points being that the temperature is 
comparatively low and leucocytosis is rarely 
as high as in pneumonia of other etiology. 
Large pleural effusions are rare in childhood, 
and pain is infrequent. Among other symp- 
toms in children, nutrition suffers very little 
in the early stages and a haemoptysis is 
rare, but spontaneous pneumothorax is more 
frequently seen, following a caseous pneu- 
monia. Rdles are most commonly heard 
near the nipple anteriorly or over the upper 
part of the lower lobe posteriorly. The 
intracutaneous tuberculin test and comple- 
ment fixation are both of distinct value in 
determining the status of a doubtful case.— 
Clinical Diagnosis of Pulmonary and Bron- 
chial Gland Tuberculosis, T. C. Hempelmann, 
J. Am. M. Ass., October 15, 1927, lxxxix, 
1297.—(G. L. L.) 


Diagnosis of Pulmonary Cavities.— 
The majority of tuberculous pulmonary 
cavities do not show the presence of fluid on 
X-ray because they are usually well drained 
through their bronchial communications. 
In rare instances some of these cavities 
resemble, radiographically, localized pyo- 
pneumothoraces by their distinct and mobile 
fluid level. In exceptional cases a succussion- 
splash is heard. Because of the fact that 
cavities with fluid levels are located usually 
in the upper lobe, few physical signs are 
obtainable and frequently they remain com- 
pletely silent, although voluminous in size. 
The differential diagnosis between such large 
cavities and encysted pyopneumothoraces 
presents a difficult problem. There are no 
absolutely distinctive radiological charac- 
teristics which are applicable to every case. 
It is common, however, to find in many cases 
of this type that the lung border is rectilinear 
and is drawn toward the mediastinum. ‘The 
clinician is less liable to err, if, when a fluid 
and air-containing cavity is observed high in 
the chest of a patient with tuberculosis, he 
makes a diagnosis of cavity with a fluid level. 
A partial pyopneumothorax, similarly sit- 
uated, is very rare. On the contrary most 
nontuberculous cavities, especially those of 
gangrenous origin, do show the presence of 
fluid and air. The gangrenous cavity is 
formed by the loss of substance in a dense 
mass whose centre has sloughed away. 
The purulent fluid that is formed discharges 
itself by forcing its way into the bronchial 
system and not necessarily into a bronchus of 
large calibre. The communication is usually 
very narrow, so that the greater part of the 
pus remains within the cavity, more es- 
pecially since it is secreted in great abun- 
dance. Most tuberculous cavities are ade- 
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quately drained by a bronchus from their 
very incipiency and, as they grow larger, 
drainage continues conveniently. In order 
for pus to be retained in a tuberculous cavity, 
unusual and rarely observed conditions must 
arise. Most important among these is the 
more or less complete obstruction of the 
bronchi by caseous masses or fibrous tis- 
sue.—Sur un point de la sémiologie des 
cavernes pulmonaires: les cavernes d sympto- 
matologie pyo-aérique, Roubier, Prog. 
11, 1926, no. 41, 1955.— 


Diagnosis of Diaphragmatic Pleu- 
risy.—The physiological variation in the 
excursion of the diaphragm in a person lying 
on one side may be made use of in the 
diagnosis of diaphragmatic pleurisy. It has 
been observed that in most subjects the 
diaphragm on the dependent side makes a 
wider excursion than that on the other side, 
although at the end of thirty to sixty minutes 
this increase subsides. If a patient with 
diaphragmatic pleurisy be placed on the 
suspected side, he will have an increase of 
the referred pains, due to the preliminary 
increase in the excursion of the diaphragm 
on that side.—Diaphragmatic Pleurisy: A 
Diagnostic Test,G. B. Webb, J. Am. M. Ass., 
August 20, 1927, Ilxxxix, 600.—(G. L. L.) 


Auscultation with the Electrostetho- 
secope.—These studies were conducted with 
an instrument constructed by F. Sche- 
minzky. This stethoscope proved to be well 
adapted for teaching purposes. By a judi- 
cious use of the intensifier it is possible to 
reproduce normal and pathological breath- 
sounds, rales, and the acoustic phenomena of 
cardiac action in much the same quality and 
intensity as heard through the usual stetho- 
scope. It appears from this study that 
almost every acoustic phenomenon requires a 
special adjustment for the optimal audi- 
tion.—Auskultation mit dem Elektrostetho- 
skop, N. Jagic and G. Spengler, Wien. klin. 
Wehnschr, June 30, 1927, xl, 847.—(M. P.) 


Percussion of Apices of Lungs.—The 
first rib surrounds the cupola of the lung. 
Upon percussion of the manubrium sterni the 
percussion note is transmitted for the entire 
length of the first rib, and the percussion 
note of both apices is thus obtained. By 
placing the opened hand upon the one apex 
this becomes excluded, and the other apex 
can then be evaluated by percussing upon the 
sternum or upon the vertebral prominence. 
By alternating this performance compara- 
tive percussion can be performed.—Die 
Perkussion, der Lungenspitzen, J. Plesch, 
Ztschr. f. Tuberk., 1926, xlv, 471.—( H. J. C.) 


93 


Percussion of Apices of Lungs.— 
Placing too great reliance upon percussion 
and an overevaluation upon the roentgeno- 
graph is warned against. A simple and 
reliable orienting method for percussing the 
pulmonary apices is to use moderate clavicu- 
lar percussion in both phases of respiration 
and comparing the sides. Even the larger 
lesions in the pleural space can be thus 
demarcated more easily.—Zur Methodik 
der Lungenspitzenperkussion, W. Einis, 
Zischr. f. Tuberk., 1926, xlv, 374.—( H. J.C.) 


Bronchoscopy and Oesophagoscopy.— 
There can be few accidents productive of 
more acute mental anxiety and physical 
distress than those caused when the entry 
of a foreign body into the lower air-passages 
brings about an immediate difficulty in 
breathing. The histories of 6 cases are 
reported in order to show the danger of 
delay, with its obvious corollary that inter- 
vention should be immediate when the 
presence of a foreign body in the lower air- 
passages or in the oesophagus has been diag- 
nosed or even suspected from the history 
and the nature of the symptoms. The chief 
dangers and difficulties whicu may be en- 
gendered by delay are shifting of the position 
of the foreign body, the swelling and macera- 
tion of a soft foreign body, and the presence 
of septic foreign bodies. Whether the 
foreign body be located in the larynx, the 
trachea, the bronchi or the oesophagus, an 
anteroposterior and lateral or lateral oblique 
X-ray examination should always be 
made.—Some Experiences in Bronchoscopy 
and Oesophagoscopy, H. Tilley, Brit. Med. J., 
July 25, 1927, no. 3468, 1135.—(W. I. W.) 


Radiology and Auscultation.—Before 
the discovery of the roentgen-ray the visual 
sense played no direct part in the clinical 
study of diseases of the lung. The presence 
of dyspnoea or the examination of the spu- 
tum made it reasonable to suppose that some 
lesion existed. Precise information con- 
cerning the localization and extent of the 
disease process was only obtained by per- 
cussion and auscultation. Radiology has 
added visual confirmation of the highest 
importance to the tactile and auditory 
findings. The X-ray examination may be 
considered as a sort of biopsy. For a con- 
siderable period following its discovery, 
roentgenology was cast into the discard as a 
diagnostic procedure in pulmonary diseases 
because of its alleged inaccuracy. About 
fifteen years ago, however, with the advent 
of improved apparatus and new technique, 
its usefulness was recognized. One of the 
first contributions to diagnosis made by the 
X-ray was the so called silent cavity with no 
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auscuitatory signs. It has also served to 
demonstrate the presence of fibrous bands 
and small exudates in artificial pneumo- 
thorax; these are often undiagnosable by 
auscultation. Auscultation, on the other 
hand, offers valuable aid to radiology in 
differentiating some of the poorly detailed 
and massive shadows such as are observed in 
pleural effusions and dense infiltration of the 
lungs. In the diagnosis of “silent” cavities, 
auscultation offers some interesting findings. 
The classical signs of excavation are only 
obtained over long-standing cavities with 
patent bronchial communications. Newly 
formed cavities, surrounded by unaltered 
lung tissue, do not always have definite and 
well-developed bronchial connections. In 
these lesions the signs of ‘‘mutism”’ are ob- 
tained. A silent cavity may often be diag- 
nosed by the signs of “‘silence” (localized 
exaggerated resonance and absence of vesicu- 
lar murmur over the same area). Radiology 
and auscultation should not be dissociated 
but should supplement each other. All 
X-ray studies of the lungs, to be properly 
evaluated, must be accompanied by a care- 
fully prepared and detailed report of auscul- 
tatory findings. Instead of minimizing the 
importance of Laennec’s work, roentgenology 
has reinforced its value by making ausculta- 
tion more precise.—Le rapport des consta- 
tations radiographiques avec les signes d’aus- 
cultation et la nature des lésions pulmonaires, 
Jaquerod, Prog. Méd., December 11, 1926, 
no. 51, 1942.—(U. E. Z.) 


X-Ray Standards.—It is of prime im- 

rtance that the undergraduate curricula 
in roentgenology be taught in as uniform a 
way as possible in the medical colleges, 
preferably through a separate chair of 
roentgenology. ‘The medical student should 
be thoroughly acquainted with established 
facts in roentgen-ray diagnosis and therapy. 
Stress should be laid upon the importance of 
roentgenological technique. The establish- 
ing of proper standards of exposure in chest- 
films would be an important first step in 
classifying shadows of normal and abnormal 
densities. Undergraduate courses in anat- 
omy and physiology should be presented as 
far as possible with a roentgenological point 
of view. There is also the need of ve 
thorough training and an elevation of stand- 
ards in the education of the roentgenologist. 
Standardized university courses of post- 
graduate study leading to a diploma in 
roentgenology would accomplish much, while 
a recognized membership canferred by a 
commission representative of the various 
roentgenological associations of the country 
would, in the end, result in the establishing 
of approved roentgenologists in all class-A 


hospitals. A more uniform type of roentgen- 
ray reports should be established in clinics 
and hospitals, and would do much to con- 
vince the physician that all the important 
aspects of the case have been covered. A 
uniform nomenclature would also be of great 
help, necessarily conforming to the basic 
facts of pathology if such terms are to be 
speedily adopted. ‘There should be definite 
terms to describe the different densities in 
roentgenographs of normal and pathological 
bones. At present there is great confusion 
in the terms descriptive of calcium and soft- 
tissue densities. The American Bureau of 
Standards is at present working on the 
standardization of both biological and elec- 
trical units of dosage in roentgen-ray 
therapy.—Standards in Roentgenology, P. M. 
Hickey, J. Am. M. Ass., September 3, 1927, 
lxxxix, 776.—(G. L. L.) 


X-Rays in Pulmonary Diagnosis.— 
Following the early overenthusiastic reliance 
= on roentgenographic data, experience 

s taught that roentgenology acquires its 
true significance when added to the facts 
obtained from the history, careful physical 
examination and the clinical laboratory. 
From a careful study of 500 healthy children 
to ascertain the normal chest, it has been 
learned that, roentgenologically, the findings 
varied so widely that an exact description of 
the normal cannot be made. The theoret- 
ically clear chest of normal adults is not 
readily found. The adult has suffered from 
many respiratory infections, and the respira- 
tory tract has been assailed by dust and 
irritating fumes, so that the scars remain. 
The pulmonary fields of most adults show 
radiating, well-defined, sharp, interlacing 
lines, indicating fibrosis, and except when 
this change is marked it is of no moment. 
The roentgen-ray is useful in the study of 
diseases of the lower respiratory tract in 
several ways: J: It is a valuable control of 
the accuracy of the data furnished by other 
means of physical examination, and thus 
furnishes an appraisal of the usefulness of 
these methods. 2: It serves accurately to 
locate, outline and determine the extent of 
foci of disease. 3: It may disclose a focus 
that causes symptoms in patients in whom 
physical examination fails to discover it 
because of its location or because it is masked 
by other conditions. 4: It gives a graphic 
record, so that the advance or retrogression 
of the pathological process may be followed 
accurately. Silent cavities, primary or me- 
tastatic tumors, areas of beginning pneu- 
monia, localized pneumothorax and small 
pleural effusions are often discovered when 
a radiograph is made. In certain cases of 
pulmonary tuberculosis, more particularly 
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the fibroid type, when symptoms have sub- 
sided and the signs indicate the absence of 
anatomical activity, the roentgen-ray may 
show changes that appear to be a source of 
potential danger. Generally speaking, it is 
true that increasing haziness about foci 
predicates clinical retrogression, and as the 
haziness decreases symptoms often subside. 
The correlation between clinical and roent- 
genographic evidence indicates that sharply 
demarcated, dense shadows denote ana- 
tomically inactive disease. The clinical 
activity of a disease is determined by the 
presence of symptoms, by the evidence of ill 
health and of intoxication, factors that can- 
not be measured by the roentgen-ray. It is 
the consensus of opinion that infiltrative 
foci within the upper third of the chest, 
above the third rib and dorsal spine, are 
usually of tuberculous origin, whereas 
changes in the basal zones not in continuity 
with those in the upper thorax are considered 
generally of nontuberculous causation. Ad- 
vanced bilateral pulmonary tuberculosis may 
be simulated radiographically by pneumono- 
koniosis; bronchiectatic cavities or pul- 
monary abscess may be confounded with a 
vomica of tuberculous origin; miliary car- 
cinosis and miliary tuberculosis of the lung 
cannot be differentiated by the roentgen-ray 
alone. Mycotic lesions with bilateral dis- 
position and basal localization give rise to 
radiographic changes that cannot be dis- 
tinguished surely from tuberculosis. ‘The in- 
frequent syphilitic lesions of the lung give no 
characteristic radiographic changes. A sat- 
isfactory explanation is lacking for the 
observations made on several patients in 
whom the classical signs of lobar pneumonia 
were demonstrated by physical examination 
and in whom the area of solidification under- 
went resolution and cleared, yet at no time 
did the roentgen-ray show any pathological 
changes in the lung. There are numerous 
instances of patients who have had a frank 
haemoptysis and whose subsequent course 
showed the bleeding was due to tuberculosis, 
yet roentgenographs disclosed no focus of 
disease at the time of the haemorrhage. To 
indicate the shortcomings of the roentgen-ray 
is not to disparage its great value. Only by 
recognizing the strength and the weakness of 
each diagnostic procedure can a real ap- 
praisal of its merit be obtained.—The 
Value of the Roentgen Ray as a Diagnostic 
Aid in the Diagnosis of Pulmonary and 
Pleural Diseases, C. R. Austrian, Am. J. 
Med. Sc., June, 1927, clxxiii, 753.— 
(U. E. Z.) 


X-Ray Changes in Pulmonary Tuber- 
culosis.—Sanatorium patients should be 
selected on the basis of their state of ad- 


vancement. Many patients may be safely 
treated at home if their condition is carefully 
followed by periodical X-ray examinations 
of the heart and lungs, sanatorium treatment 
becoming imperative only when the lesion 
is found to be progressive. The exudative 
type of tuberculosis, however, usually calls 
for immediate sanatorium treatment, and 
more frequent roentgenographs. A large 
thin-walled cavity usually demands imme- 
diate collapse of the lung, this being the type 
of lesion that often results in sudden and 
fatal haemorrhage. A large cavity with 
thick walls may become completely sterile, 
and lined with smooth epithelial membrane. 
Lesions circumscribed by fibrous walls are 
usually latent or arrested, although rales 
may persist indefinitely, and serial roent- 
genographs over a period of years often 
reveal no change whatever. However, in 
these cases there may be small but active 
lesions elsewhere, apt to be overlooked if at 
the base, but of grave significance. The 
earliest changes observed by the roentgenol- 
ogist are probably due to the obliteration of 
air-cells by granulation tissue or exudate, 
and are seen as Clusters of solid airless alveoli 
about the ends of the terminal bronchioles. 
Tuberculous lesions in themselves do not 
present radiological characteristics which 
differentiate them from certain other infec- 
tions, such as the occasional appearance 
during or following influenza, but the dis- 
tribution of the lesion is usually distinctive 
in tuberculosis, the first lesions being com- 
monly observed in the periphery. Lesions 
which appear and disappear in various parts 
of the lung point to low virulence or high 
resistance, and are relatively benign.— 
Metamorphosis of Tuberculous Lung Changes 
as Observed in Serial Roentgenograms, F. S. 
Bissell, J. Am. M. Ass., September 17, 1927, 
lxxxix, 936.—(G. L. L.) 


Roentgenography of Focal Tuberculin 
Reaction in Lung.—A focal reaction was ob- 
tained by 0.01 mgm. of old tuberculin in an 
8-year-old child with bronchial lymph-node 
tuberculosis. The process before, during, 
and after the reaction is illustrated by 
roentgenographs.—Die Tuberkulinreaktion im 
Réntgenbilde und ihre diagnostische Bedeutung 
bet Hilusdriisentuberkulose, F. Baum, Beitr. z. 
Klin. d. Tuberk., 1926, lxiv, 675.—( H. J.C.) 


Normal Pleural Shadows by X-Ray.— 
In approximately one-half of the ordinary 
anteroposterior roentgenological plates, there 
may be discovered a shadow in the region 
between the right upper and middle lobes 
sufficiently plain to warrant a diagnosis of 
interlobar pleurisy. Yet examination at 
autopsy of chests of which plates had been 
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made both before and after death shows that 
many of these shadows are cast by normal 
pleural surfaces taken on edge or by duplica- 
tion of pleural shadows occurring during 
breathing.—Jst die normale Interlobarpleura 
rintgenologisch darstellbar? W. Crecelius, 
Deutsche med. Wehnschr., April 29, 1927, 
litt, 753.—( HH. S. W.) 


Pleural Annular Shadows.—Not rarely 
there occur in roentgen pictures cavity-like 
ring shadows, which are not associated with 
clinical symptoms, lie in noninfiltrated areas 
and disappear in longer or shorter intervals 
of time. Numerous authors suggest, as the 
origin of these annular shadows, that they 
may be pleural adhesions, in which the 
pleural leaves are separated in the centre; old 
thickened and fibrotic adhesions can give 
rise to them, as well as echinococcus cysts, 
end-on bronchi or postpneumonic nontuber- 
culous liquefactions. It is also suggested 
that an acute ulcer in the tuberculous lung 


can set up cavity-like ring shadows, which 
rapidly disappear. The author suggests the 


following possibilities as observed by him: 
Multiple annular shadows occurred at the 
conclusion of an upper-lobe pneumonia and 
were probably associated with string-like 
pleuritic adhesions; a circular fibrosis in the 
skin caused by deposition of powder follow- 
ing a revolver discharge projected an 
annular shadow into the lung; he also noticed 
annular shadows following pleural adhesions 
after spontaneous pneumothorax, or due to 
bullous emphysematous blebs, subpleural in- 
flammatory lesions and other fibrotic condi- 
tions. Questionable annular shadows can be 
clarified diagnostically by studying the 
clinical findings, fluoroscopy and roentgen- 
ography in various positions, stereoscopic 
examination, the institution of a diagnostic 
pneumothorax, and iodipin insufflation.— 
Kavernen und kavernenthnliche Ringschatten 
in Réntgenbild, H. Erbsen, Beitr. z. Klin. 
d. Tuberk., 1927, lxv, 513.—( H. J. C.) 


Iodism Due to Lipiodol.—In a woman 
the diagnosis of a bronchial stenosis in the 
right lung and of a bronchiectasis in the left 
lung could be ascertained by bronchoscopy 
and the endobronchia] administration of lipio- 
dol. Following this procedure she developed 
serious, but ephemeral symptoms of intoxica- 
tion. They were probably due to iodine 
poisoning, although some of her symptoms 
resembled those of serum sickness.—Bron- 


chiectasies unilatérales gauches associées a une 


sténose bronchique droite. Intoxication io- 
dique dla suite de deux injections diagnostiques 
de lipiodol, Rist, I]. Hirschberg and Raulot- 
Lapointe, meeting, Soc. Méd. d. Hép., 
May 6, 1927, reported in Prog. Méd., May 21, 
1927, no. 21, 816.—(M. P.) 


Iodism Due to Lipiodol.—On the day 
following an intercricothyroid injection of 
iodized oil, two patients developed a local- 
ized oedema of the face and neck with 
lachrymation and congestion. Within a few 
days they recovered.—Incidents d’iodisme 
consécutifs & Vinjection lipiodolée intrabron- 
chique, Libert and Bariéty, meeting, Soc. Méd. 
d. Hép., May 13, 1927, reported in Prog. 
Méd., June 4, 1927, no. 23, 900.—(U. E. Z.) 


Iododerma Following Lipiodol.—To 
supplement various reported instances of 
acute iodism, acute febrile reactions and 
flaring up of pulmonary tuberculosis follow- 
ing injection of lungs with lipiodol, a case 
is reported, unique so far as is known, of 
iododerma following the use of lipiodol. 
There was an acneform eruption involving 
the face, upper trunk and arms, such as is 
commonly caused by the use of iodides or 
bromides. Large quantities of iodine were 
found in the urine, and it was discovered that 
nine days previously the patient had had a 
diagnostic injection of lipiodol. The X-ray 
revealed the presence of lipiodol in the 
lungs.—Jododerma from Iodized Oil, G. H. 
Belote, J. Am. M. Ass., September 10, 1927, 
lxxxix, 882.—(G. L. L.) 


X-Ray Diagnosis of Bronchial Dilata- 
tion.—By means of X-ray plates taken in the 
oblique diameter, with and without lipiodol 
injection, bronchiectasis was demonstrated 
ina child ten years of age. A phrenicotomy 
was done with no apparent diminution in the 
amount of expectoration. After two years 
tubercle bacilli appeared in the sputum, and 
the patient became the victim of a rapidly 
fatal pulmonary tuberculosis.— Radiologie 
de la dilatation bronchique, Aspert, Mecting, 
Soc. Méd. d. Hép., May 27, 1927, reported 
in Prog. Méd., June 18, 1927, no. 25, 963.— 
(U. E. 2.) 


Pyelography in Renal Tuberculosis.— 
The value of pyelography in several renal 
diseases is unquestioned, but as to its use in 
the diagnosis of renal tuberculosis there is 
far from unanimity of opinion. The studies 
here reported were done on freshly excised 
kidneys that had been removed because of 
tuberculosis. By injecting a 20 per cent 
solution of sodium iodide, followed by a 
radiograph, it was found that in several 
instances of early tuberculosis the pyelo- 
graphic changes were absent or unrecog- 
nizable, that the normal pelvis is variable in 
outline and may show an overlapping of the 
calices or incomplete filling, and that in the 
“closed” type of tuberculosis, in which there 
is little or no encroachment on the pelvis, the 
shadow cast in the pyelograph is very likely 
to be negative. Dilatation of the calices, 
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with fuzzy or “‘moth-eaten”’ indistinct bord- 
ers, constituted the most common finding in 
this series, but such an appearance may be 
produced by other infections. If these de- 
fects are limited to a circumscribed area of 
the pelvis, tuberculosis is rendered much 
more likely, and, if localized to one or two 
calices, it is distinctly characteristic of the 
disease. Routine pyelography in renal 
tuberculosis appears to be needless because 
the diagnosis can usually be made bacterio- 
logically, and if no bacilli can be demon- 
strated it can scarcely be hoped that the 
pyelograph will aid in the diagnosis. ‘To 
inject the kidney after the tubercle bacilli 
are demonstrated in the urine is one of the 
abuses of pyelography.”? Routine applica- 
tion of the procedure in tuberculosis is 
unreliable. It is also dangerous because of 
the likelihood of spreading the infection, 
since experimentally injected matter can be 
made to drip from the renal veins when a 
pressure of 50 mm. of mercury is used. Of 7 
cases of renal tuberculosis that were pyelo- 
graphed, 5 were dead from generalized 
tuberculosis within two years. Pyelography 
also increases the untoward effects of ureteral 
catheterization.—Pyelography in Renal Tu- 
berculosis, W.M. Kearns, Radiology, August, 
1927, ix, 109.—(H. S. W.) 


Pyelography in Renal Tuberculosis.— 
Pyelography is of great value in many renal 
diseases and anomalies, but renal tubercu- 
losis “‘is the one condition of all others in 
which we must be most guarded in our 
indications for the injection.”— The Value of 
Pyelo-Ureterography as a Diagnostic Aid, 
V. J. O’Conor and A. Remmert, Radiology, 
August, 1927, ix, 125.—(H. S. W.) 


Staining of Tubercle Bacilli in Thick 
Smears of Sputum.—Thick smears of 
sputum may be prepared, stained with 
carbol-fuchsin, and subjected to decoloriza- 
tion by a solution containing five parts of a 
10 per cent aqueous solution of sodium 
sulphite and one part of 96 per cent alcohol. 
The tubercle bacilli present in the smear 
retain the red dye, but all other structures in 
the preparation lose the fuchsin. The 
technique is tricky and requires some experi- 
ence; but it yields tubercle bacilli in 5.18 per 
cent more cases than does ordinary carbol- 
fuchsin and in greater numbers (151 to 
100).— Tuberkelbazillenfirbung im dichten 
Ausstrich, A. E. Osol, Deutsche med. 
Wehnschr., June 10, 1927, litt, 1002.— 
(H. S. W.) 


Enriching Method for Tubercle Bacilli 
in Specimens.—A culture-enriching 


method for scanty tubercle bacilli in sputum, 


faeces, urine and pus, using the Merck’s 
Standard-I nutrient broth of Kuczynski, is 
presented. Sputum, as collected, is placed 
in a centrifuge-tube filled to a height of 2 
cm., and sufficient Standard-I broth added 
to just permit closing with a cotton plug. 
The mixture is placed in an incubator for 
three days, being shaken at frequent inter- 
vals during this time, after which the super- 
natant fluid is decanted, and the 2 to 3-cm. 
residue centrifugated at high speed for one 
hour. After withdrawal of the supernatant 
fluid the sediment is placed on slides and 
stained according to the usual technique. If 
bacilli are present in the sputum they are 
found in the smears frequently as small 
clusters. A small particle of faeces is mixed 
with 50 cc. of the broth in an Erlenmeyer 
flask, macerated with a glass rod and incu- 
bated from three to six days, and proceeded 
with as for sputum. About 40 cc. of urine 
is centrifugated in several portions and the 
final 2 to 3 cc. of sediment mixed with 50 cc. 
of broth, incubated three to six days, and 
continued as above. Pus and pleural and 
peritoneal exudates are used in 1 to 2-cc. 
amounts, added to 50 cc. of the broth in an 
Erlenmeyer flask.—Einfacher Tuberkelbacil- 
lennachweis, G. Mayer, Centralbl. f. Bak- 
teriol., 1926, c, H. J.C.) 


Simultaneous Staining of Tubercle 
Bacilli and Elastic Fibres.—Sputum in 
4-cc. amounts is treated with 10 cc. of 
normal sodium-hydroxide solution and 
placed in a water-bath at 50°C. for 20 
minutes. The mixture is centrifugated, and 
the sediment placed on a slide, air-dried and 
fixed in the flame. It is then stained with 
carbol-fuchsin according to the ordinary pro- 
cedure, decolorized with 3 per cent alcoholic 
hydrochloric acid, and, after rinsing for 1 to 
2 minutes, is stained with haematoxylin, and 
equal parts of cold saturated lithium- 
carbonate solution added to equal parts of 
absolute alcohol and distilled water, decolor- 
ized with official iron-chloride solution a few 
seconds and rinsed. The tubercle bacilli 
appear red, and in greater numbers than by 
other methods, while the elastic fibres are a 
blue-gray color.—Gleichzeitiger Nachweis von 
Tuberkelbacillen und elastischen Fasern in 
derselben Priparat, F. Jessen, Beitr. z. Klin. 
d. Tuberk., 1926, lxv, 4.—(H. J. C.) 


Simultaneous Staining of Tubercle 
Bacilli and Elastic Fibres in Sputum.— 
Contrary to previous belief, heating to 60°C. 
in normal sodium-hydrate solution does not 
injure the staining capacity of tubercle 
bacilli. The alkali, however, in dissolving 
the mucus of sputum, to a large degree re- 
moves the material responsible for the 
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fixation of bacteria on the slide in smear 
preparations. ‘Thus negative results may be 
explained. A few minutes’ heating at the 
boiling point does not harm the bacilli, and 
good results are achieved by this method 
when the sediment from the alkalinized 
sputum is fixed to the slide with a little 
untreated sputum. Elastic fibres are recog- 
nized in the unstained sediment. In the 
examination of sputum from 140 cases the 
method proved superior to the methods more 
commonly used for the discovery of tubercle 
bacilli. In 56 cases a definite concentration 
of elastic fibres was noted and in 8 cases 
fibres were found by this method only. The 
finding of elastic fibres indicates merely the 
emptying of a cavity following a necrotizing 
process. It does not necessarily mean 
marked progression of the tuberculous pro- 
cess. Fibres were often found in cases in 
which old cavities were present, but the 
disease was not very active.—Ueber Er- 
gebnisse mit der gleichzeitigen spezifischen 
Fdrbung von Tuberkelbazillen und elastischen 
Fasern nach Jessen nebst Bemerkungen tiber 
die Bedeutung des Nachweises von elastischen 
Fasern, HH. Axhausen, Miinchen. med. 
Wcehnschr., March 4, 1927, lxxiv, 365.— 
(E.R. L.) 


Demonstration of Tubercle Bacilli by 
Jessen’s Method.—Sputum from 400 pa- 
tients was examined. In 94 cases tubercle 
bacilli were found by the Ziehl-Neelsen tech- 
nique. In 22 more the Jessen method per- 
mitted their recognition and in 16 more bacilli 
were found by the Uhlenhuth method. Thus 
methods depending on homogenization of the 
sputum surpass the direct smear.—Ueber 
den Nachweis von Tuberkelbazillen nach der 
Féarbemethode von Jessen, O. Gandenberger, 
Miinchen. med. Wcehnschr., July 1, 1927, 
Ixxiv, 1099.—(E. R. L.) 


Direct Cultivation of Tubercle Bacilli 
for Diagnosis.—It has recently been shown 
by several workers that it is possible to 
cultivate tubercle bacilli with great ease by 
planting the suspected material upon one 
medium or another. Lubenau’s medium 
was modified so that it contained 0.3 instead 
of 0.5 per cent sodium chloride, and 0.2 per 
cent sodium phosphate, and brought to a 
pH of 6.2 by the addition of 1/10 normal 
sulphuric acid. In 25 instances materials 
(sputum, pleural exudate and milk) were 
planted upon this medium with very grati- 
fying results. In general, the products under 
study were subjected to the digestive action 
of 10 to 15 per cent sulphuric acid for 20 to 
25 minutes, then centrifugated, and the 
sediment planted on the tubes. Growth of 
tubercle bacilli was abundant and con- 


tamination rare. The method is highly 
recommended, particularly as a supplement 
in cases that are clinically suggestive but 
with negative sputum. ‘The length of time 
for growth is shorter than that ordinarily 
necessary, for good growth is present at two 
to three weeks after seeding has taken place. 
—Zum kulturellen Nachweis von Tuberkel- 
bazillen, W. Engel, Deutsche med. Wchnschr., 
June 10, 1922, liti, 1001.—(iT. S. W.) 


Loewenstein-Sumiyoshi Method of 
Cultivation of Tubercle Bacilliin Diagno- 
sis.—The Léwenstein-Sumiyoshi method of 
cultivating tubercle bacilli was found to be 
reliable. Instead of using the washed sedi- 
ment the original unwashed acid sediment is 
preferred, and egg media in place of glycerine- 
potato. One to 2 cc. of sputum or pus are 
treated with 10 cc. of 10 per cent sulphuric 
acid for 20 minutes. This is then centri- 
fugated for 5 minutes, and one loop of the 
sediment is spread over the surface of the 
egg medium. Of 68 specimens from lymph 
nodes, bones, joints and other sources, 26, 
or 38.1 per cent, were positive microscopi- 
cally and by culture, while 39, or 57 per cent, 
were positive by culture only. Specimens 
from three subcutaneous abscesses were 
questionable microscopically and negative 
by culture. Of 51 urine specimens 7 were 
positive microscopically and 7 were question- 
able, and 6 additional specimens were found 
positive by culture. Satisfactory results 
were also obtained with sputum. The re- 
sults with milk did not prove so satisfactory 
on account of contamination by spore-form- 
ing microérganisms. Success was also had 
with postmortem materials and bovine- 
bacillus material from cattle and pigs. The 
usual time required for growth was 26 to 64 
days, while with the human strain it averaged 
about 10.5 days—Die Kultur des Tuber- 
kelbacillus zur Diagnose der Tuberkulose, 
J. Hohn, Centralbl. f. Bakt., 1926, xcvitii, 
460.—( H. J. C.) 


Synthetic Tuberculin.—The Bureau of 
Animal Industry has distributed a synthetic 
tuberculin, “Special F,’’ which has been 
applied to more than 100,000 cattle, of which 
3,500 reacted. The latter upon postmortem 
examination “definitely prove the reliability 
of this product.” The tuberculin appears 
to bring out a more pronounced reaction and 
this leads to a smaller number of suspects 
among tested animals. It is being used by 
many veterinarians on the same animals and 
at the same time as regular tuberculin.— 
Synthetic Tuberculin, E. Lash, J. Am. Vet. 
Med. Ass., November, 1927, lxxii (n.s., 
xxv), 150.—(H. S. W.) 
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‘*Tebeprotin’”’ (Toenniessen) in Diag- 
nosis of Pulmonary Tuberculosis.—The 
diagnostic reaction with 7ebeprotin (Toen- 
niessen), which is dependent upon a direct 
antigen-antibody reaction, has many ad- 
vantages over other tuberculin reactions, 
in that it pursues a milder course, and en- 
tails a simpler technique, a more exact 
dosage of a pure chemical preparation, and 
apparently a far less harmful focal reaction. 
The outcome of the reaction, however, must 
be carefully correlated and evaluated with 
all the clinical findings. The local skin 
reaction in the presence of a strong positive 
reaction appears, in a certain sense, to be of 
prognostic significance.—Was leistet die 
Tebeprotinreaktion nach Toenniessen fiir die 
Diagnostik der Lungentuberkulose, K. Nicol, 
Beitr. z. Klin. d. Tuberk., 1926, lxiv, 449.— 


Tuberculin Skin Reactions.—It has 
been shown that in adults a negative tuber- 
culin skin reaction may justify the diagno- 
sis of an anallergizing disease. The ordinary 
positive skin reaction is of practically no 
value intheadult. ‘‘Ultrapositive’’ reactions 
are characteristic of activity of the tubercu- 
lous focus, the creator of allergy. There are 
several types of this reaction, the so-called 
“cocade”’ papule, the phlycten and the eschar. 
The presence of such a reaction not only 
indicates the presence of the disease, but also 
demonstrates clinical instability, which in 
benign well-localized lesions constitutes a 
perpetual menace. In the observation of 
the tuberculous the interest of this condition 
should be kept in mind. ‘Tuberculin reac- 
tions are only interesting if they are negative, 
very extreme or very strong and always 
subject to the condition of an impeccable 
technique.—Valeur diagnostique des  cuti- 
réactions @ la tuberculine chez Vadulte. Les 
réactions ultra-positives, A. Jousset, Meeting, 
Soc. Méd. d. Hép., May 21, 1926, reported 
in Prog. Méd., June 5, 1926, no. 23, 890.— 
(B. T. McM.) 


Quantitative Tuberculin Tests in 
Diagnosis.—It is well known that the capac- 
ity of the body to react to tuberculin rests 
upon allergy, which turns on the presence of 
anatomical tubercle in the body. Satisfac- 
tory methods of standardization of tubercu- 
lin have never been devised, and the products 
vary in potency from time to time. The 
question arises, however, whether it may be 
possible to estimate the type of discase and 
the degree of activity by titrating, as it 
were, in the body “‘the degree of sensitive- 
ness” with tuberculin as the antigen and 
the skin the locale. Although the tuberculin 
test is a biological reaction and not by itself 
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entirely definitive, a high degree of allergy 
is presumptive of a recent infection. The 
technique of such an approach to the question 
has been worked out on children in such a 
way that at one sitting tuberculin is injected 
in doses of 0.1 cc. of dilutions as follows: 
1:1,000, 1:2,500, 1:5,000, 1:7,500 and 
1: 10,000, phenol in 0.5 per cent strength in 
saline being the diluent. This technique has 
been applied in a fairly comprehensive group 
of cases. A sufficient supply of a single lot 
of tuberculin was acquired at the beginning to 
carry through all the observations. With 
this, high dilutions were used, the “‘thres- 
hold” being at 1:7,500. Of 43 adults having 
various types of nontuberculous bone and 
joint disease, only 3 gave a reaction to 
1:10,000 dilution. Of 20 adults having 
tuberculosis, all reacted to this dilution. 
Of 83 persons under twenty years having 
nontuberculous bone and joint disease, 9 
reacted to 1:10,000 dilution. This aided 
greatly in arriving at the diagnosis of non- 
tuberculous disease in these 83 persons. 
Of 65 cases of acute progress ve osseous 
tuberculosis, 58 reacted to the dilution of 
1:10,000. In one instance of tuberculosis 
complicated by sepsis, allergy was low, for 
the patient reacted only to a dilution of 
1:1,000. Of 32 cases of healing osseous 
tuberculosis, below the age of twenty, 25 
per cent were negative to this weak dilution. 
Altogether, in 126 cases of various non- 
tuberculous osseous disease, 114 (90 per cent) 
failed to react to the threshold dilution of 
1:7,500, while in 85 cases clinically diagnosed 
tuberculosis, 92 per cent reacted to this dose. 
Among these 85 cases, 28 were proved by 
guinea-pig inoculation or pathological ex- 
amination to be tuberculous. It appears, 
therefore, that allergy fluctuates with the 
activity of the lesion; that by quantitative 
examination a critical threshold may 
found that will usually establish the diagno- 
sis; and that in cases of osseous disease in 
which allergy falls below the critical thres- 
hold active tuberculosis usually can be elimi- 
nated (in the absence of certain modifying 
factors).—Studies with a Quantitative Tuber- 
culin Reaction, R. F. Atsatt, J. Bone & 
Joint Surg., October, 1927, ix (0. s., xxv), 
657.—(HI S. W.) 


Skin Reactions with Filtrates of Tu- 
bercle Bacilli.—The development of a 
reaction in nearly all apparently normal 
adults injected with filtrates of cultures of 
tubercle bacilli growing on synthetic media 
seems to indicate that a substance acting 
differently from tuberculin is produced. 


Reactions in normal and not in tuberculous 
patients may mean that in the presence of a 
tuberculous focus sufficient antisubstance is 
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elaborated to neutralize the toxic principle. 
Filtrates of cultures on Long’s synthetic 
medium of two other strains of tubercle 
bacilli, one human and the other bovine, 
have been tested in 33 apparently normal 

rsons with positive results in 29 and doubt- 
ul results in 4, and with negative results 
in 2 tuberculous patients.—Skin Reactions 
with Filtrates of Cultures of Koch Strain of 
Tubercle Bacillus Growing in Long’s Synthetic 
Medium, C. C. Saelhof and R. D. Herrold, 
J. Am. M. Ass., May 7, 1927, lxxxviii, 
1468.—(U. E. Z.) 


Tuberculin Reaction and Complement 
Fixation.—A_ positive tuberculin reaction 
in a child during the first year of life proves 
absolutely the existence of an active tubercu- 
lous lesion. During the second year the con- 
clusiveness of a positive test is slightly 
limited. The reaction becomes positive 
twenty to forty days after the infection; the 
tuberculin reaction permits, then, determina- 
tion of the approximate date of the infec- 
tion. The most important cause for the 
disappearance of a once established tuber- 
culin allergy is measles; other infectious dis- 
eases, cachexia, and generalized tuberculosis 
are of less importance. In 35 per cent of 
tuberculous infants, the tuberculin test be- 
comes negative several weeks before death, 
while in the rest allergy is retained to the 
agonal period. In the adult the reaction is 

sitive in nearly 100 per cent; it was found 
in 85 per cent of soldiers at the age of twenty. 
In active tuberculosis patients the cutaneous 
test is frequently (57 per cent) positive 
sooner than in normals. Jousset has claimed 
that an ultrapositive reaction is always indi- 
cative of an active lesion. It has been stated 
by various observers that a strongly positive 
skin reaction in active tuberculosis denotes 
a fair resistance. The author has practised 
the complement-fixation reaction with Bes- 
redka’s antigen. ‘To conduct the tests with 
active serum, or to substitute low tempera- 
ture for body temperature during the process 
of fixation has no advantage over the original 
=. In patients with positive sputum 

5 per cent of positive tests are obtained, 
the percentage is 50 to 60 in tuberculosis of 
the serous membranes, 38 in glandular cases, 
and 50 in bone and joint tuberculosis. In 
young and healthy individuals 85 to 90 per 
cent of negative tests are reported. The 
reaction, such is the conclusion, is specific, 
and of very great diagnostic, but of no prog- 
nostic value. In children the value of the 
tuberculin reaction is greater. In the adult 
it is observed that the tuberculin reaction is 
much more sensitive than complement 
fixation; the latter only permits of differen- 
tiation between inactive and active foci.— 
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Valeur comparée de la tuberculino-réaction 
et de la réaction de fixation dans le diagnostic 
de la tuberculose latente, J. Rieux, Prog. Méd., 
July 9, 1927, no. 28, 1067.—(M. P.) 


Tuberculin and Serum Diagnosis of 
Pulmonary Tuberculosis.—Of the vari- 
ous tuberculin tests, the cutaneous of Pir- 
quet and the intracutaneous of Mendel and 
Mantoux are of greatest value, the latter 
being the test of choice for routine hospital 
use, initial amounts of 0.1 mgm. being em- 
ployed, increasing up to 10 mgm. before 
being considered negative. The choice be- 
tween the two tests is based on the sensitive- 
ness desired, the Pirquet being equal in 
sensitiveness to 0.01 mgm. of tuberculin 
injected intracutaneously. Tuberculosis in 
childhood should never be diagnosed without 
a positive tuberculin reaction, a carefully 
conducted intracutaneous test excluding tu- 
berculosis in all but very rare instances. It 
has not been proved that the use of human 
or bovine tuberculin will differentiate the 
type of infecting microérganism. The com- 

lement-fixation test, interpreted cautiously, 
is of value in determining the activity of the 
lesion. The Wildbolz auto-urine test is of 
no definite value, and precipitation tests have 
not been well enough worked out. The rate 
of sedimentation of red corpuscles is of some 
prognostic value.—Tuberculin and Serum 
Diagnosis of Pulmonary and Bronchial Gland 
Tuberculosis, C. W. Burhans, J. Am. M. 
Ass., October 15, 1927, Ixxxix, 1299.— 
(G. L. L.) 


Complement Fixation and Tubercu- 
lin Skin Reaction.—The reliability of the 
complement-fixation test is pointed out as 
variable, but in this study, when paralleled 
by a Wassermann reaction, it was found to 
be 96 per cent accurate in clinical cases. It 
was found, however, that only 13 per cent of 
the clinically nontuberculous cases that gave 
positive tuberculin tests gave positive com- 
plement-fixation tests. The two tests do 
not depend, therefore, on the same substance 
and do not represent identical conditions.— 
The Value of the Complement Fixation Test 
in the Diagnosis of Tuberculosis, with Special 
Reference to its Relation to the Tuberculin 
Skin Reaction, R. B. M. Kesava Pai and 
K. V. Rau, Tubercle, May, 1927, viii, 366.— 
(B. H. D.) 


New Complement-Fixation for Tuber- 
culosis and Syphilis.—Part 1: In the treat- 
ment of tuberculosis the essential point is to 
be able to recognize the disease in its early 
stages before the disease process becomes 
active, when the clinical diagnosis may be 
For this purpose the serum test 


difficult. 
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becomes especially useful as the detection of 

cific antibodies is an important diagnostic 
aid. It is largely due to Besredka that the 
complement-fixation test has come into use 
in the diagnosis of tuberculosis. In the 
author’s laboratory different antigens were 
investigated and that of Boquet-Négre (an- 
tigen B-N) was selected as being most suit- 
able for the test to be described. Any 
properly titrated tubercle antigen, however, 
can be used, provided it will react with ice- 
box method. The following points are 
important in complement fixation for tubercu- 
losis: (1) a species-specific antigen is not nec- 
essary; (2) only a small excess of well-titrated 
complement should be used, since tubercu- 
losis antigens fix less than luetic antigens; 
and (3) antigens as a rule are rather anticom- 
plementary. Normal serum inhibits this 
action; for this reason it is recommended to 
titrate the anticomplement with normal 
serum. Some authors consider a serum posi- 
tive if it fails to inhibit the anticomplement- 
ary action of the antigen (like physiological 
salt solution). In interpretation a result 
should be designated as positive only when 
the serum-antigen mixture binds a larger 
amount of complement than the controls; 
(4) only fresh serum should be employed if 
possible, since reagins often quickly dis- 
appear. They are largely restored by heat- 
ing for one-half hour at 56°C.; (5) preserved 
complement may be quite satisfactory. The 
best preservative is salt. The B-N antigen 
was subjected to chemical colloidal analysis, 
the hypothesis developed in a previous paper 
being the guiding thought. The antigens 
employed in the Sachs-Georgi and Meinecke 
tests act as a protective coating or layer, 
preventing the precipitation of particles of 
cholesterol, balsam or resin, by salt solution. 
The reagins introduced in serum react with 
the antigen, alter the protective layer, and, 
when the reaction is positive, cause a precipi- 
tation of varying degree. A well-balanced 
antigen is necessary, substances that are too 
easily precipitated causing nonspecific reac- 
tions. With an excess of protective action 
the test is but slightly sensitive. In a study 
of the B-R antigen, one of the best reacting 
antigens in the Wassermann test, no changes 
in opacity nor any flocculation was observed 
in a positive reaction. Consequently, pre- 
cipitation is not the true basis of the Wasser- 
mann reaction and the flocculation observed 
with other antigens represents a secondary 
reaction, that is, a reaction between the 
granules, which serve as indicators after 
being freed of the protective coating or layer. 
An attempt to utilize balsam and cholesterol, 
though they are of relatively high stability, 
proved unsuccessful with tuberculosis anti- 
gens. The protective action was too low 


even in the case of the least precipitable cho- 
lesterol. An attempt was made to simplify 
the complement-fixation test. Following the 
lead of Hecht, human serum is used for com- 
plement and for amboceptor, the normal 
haemolysins against sheep cells present in 
most sera. The following improvements 
were introduced: J: Methyl alcohol diluted 
1-40 with salt solution is used as a control 
instead of salt. In unstable sera even highly 
diluted alcohol weakens complement and the 
haemolytic power of serum. A result is 
designated as positive only when the tubes 
containing the tuberculosis antigen show 
marked inhibition of hemolysis when com- 
pared with the controls. 2: The test for 
syphilis is performed at the same time, using 
B-R or Kolmer’s antigen. It is important 
to rule out cross-fixation. This seldom oc- 
curs with the B-N antigen and the ice-box 
method. 3: By using ice-box incubation 
the number of nonspecific reactions in gen- 
eral is lessened. A certain percentage, how- 
ever, must be expected. Up to the present 
only one nonspecific reaction was observed 
and that was in the terminal stage of senile 
arteriosclerosis. The studies of the Sachs 
school have shown that nonspecific reactions 
may be excluded by two methods: (1) by 
inactivating serum at 56°C. and (2) by carry- 
ing out the fixation on ice. The second 
method is the only procedure available where 
active sera are used. The test as worked 
out has proved highly satisfactory. In 
order to make the test as sensitive as pos- 
sible without introducing nonspecific factors, 
hirudin plasma is employed instead of serum. 
The reagins of syphilis are present chiefly 
in the globulin fraction. They may be 
present in the fibrinogen fraction and be 
removed in part by coagulation. The red- 
cell sedimentation rate is noted on each 
blood. The results show that the test per- 
formed with plasma is more sensitive. There 
appears to be no loss in specificity, which is 
altered only in one respect, namely, syphilitic 
plasma reacts far more nonspecifically with 
B-N tuberculosis antigen than serum. The 
methyl alcohol in the antigen weakens the 
complement activity. A result should be 
designated as positive only when the differ- 
ance is more pronounced between the con- 
trol alcohol set and the B-N tuberculosis 
antigen set than when serum is employed 
under identical conditions. Hirudin plasma 
is more suitable than citrated or oxalated 
plasma, as the latter greatly alters comple- 
ment activity. Part [/: The following is a 
brief description of the reagents and tech- 
nique: Reagents: Chemically clean glassware 
and racks with three parallel rows are used. 
Tuberculosis Antigen: a 1-40 dilution of 
Boquet-Négre (B-N) methyl-alcohol ex- 
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tract. Methyl-alcohol Control: a 1-40 dilu- 
tion of methyl alcohol in salt solution. 
Syphilitic Antigen: a 1-80 dilution of Bordet- 
Ruelens (B-R) alcoholic extract, evaporated 
to remove the alcohol before the dilution is 
made. Ked Cells: a 2 per cent suspension 
of unsensitized sheep cells. Blood Plasma: 
The proper preparation of the plasma is 
essential. Hirudin was found to be the best 
anticoagulant and a method is also given for 
its preparation; 1.2 cc. of plasma is required. 
Technique: 1: Four sets of three tubes for 
each test and 0.1 cc. of serum is added to 
each tube. 2: To set I add 0.4 cc. of salt 
solution, to set II add 0.4 cc. B-R Syphilitic 
antigen, to set III add 0.4 cc. of the dilute 
methyl-alcohol control, and to set IV add 
0.4 cc. of B-N’ tuberculosis antigen. 3: 
Incubate for 16 hours in the ice-box at 4°C. 
4: To the first tube in each set add 0.25 cc. 
of red cells, to the second 0.5 cc., and to the 
third 1.0 cc. By varying the amount of 
. red cells the complement is titrated. 5: 
Incubate in water bath at 37°C. The course 
of haemolysis is observed every five minutes. 
When haemolysis ceases in the tubes contain- 
ing salt solution the final reading is made. 
Readings: Three plus or strongly positive 
equals complete haemolysis in the controls 
and complete inhibition in the antigen tubes. 
Other results are graded down to weakly posi- 
tive and doubtful. The doubtfuls should be 
interpreted with great caution. The plasma 
test for the diagnosis of tuberculosis and 
syphilis has been in use for about a year 
and a half. The results in syphilis have 
exceeded expectation. In general the 
plasma gives results of higher intensity than 
the serum. In early syphilis a positive re- 
sult is observed nearly a week earlier with 
plasma. The greater sensitiveness of the 
plasma test did not cause any increase in 
nonspecific reactions. This held true even 
when plasma of a high degree of instability 
was used, as, for example, that of pregnancy, 
arteriosclerosis, nephritis, etc. In the diag- 
nosis of tuberculosis, the plasma test also 
roved more suitable than serum. In tu- 

rculosis of the skin and in surgical tubercu- 
losis the majority of cases reacting negatively 
with serum were positive with the plasma 
test. The possibility of nonspecific reac- 
tions in the tuberculosis complement-fixa- 
tion test is greater with plasma than with 
serum. These nonspecific reactions have 
been reduced by determining the optimum 
conditions for fixation and by removing the 
external injurious factors which cause de- 
struction of complement. Although guinea- 


pig plasma complement has been shown to 
be more stable than serum complement, this 
does not hold true for human plasma com- 
plement, particularly in tuberculosis. Occa- 
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sionally the plasma in syphilis gives a posi- 
tive reaction with the tuberculosis antigen. 
The results obtained with the plasma test 
will be published by Gellner.—On a New 
Serum Test in the Diagnosis of Tuberculosis 
and Syphilis. Part I. Theoretical Princi- 
ples and the Procedure, J. Kebelik, Part IT. 
The Method of the New Tuberculosis and 
Lues Test, J. Vignati, J. Immunol., Decem- 
ber, 1926, xii, 423.—( I’. P.) 


New Antigen for Complement Fixa- 
tion in Tuberculosis.—The tubercle-bacil- 
lus antigen of Neuberg and Klopstock (an 
aqueous sodium-benzoate or salicylate ex- 
tract of tubercle bacilli) was used in testing 
the serum of 130 patients by the comple- 
ment-fixation method. In 54 cases of clini- 
cally active tuberculosis the reaction was 
positive in 51. The reaction did not always 
parallel the severity of the case, however. 
In 4 cases in which the X-ray picture indi- 
cated healed tuberculosis the reaction was 
negative. In 59 cases clinically negative for 
tuberculosis, the reaction was likewise nega- 
tive. In 4 cases of bone tuberculosis the 
reaction was weakly positive in one case and 
negative in 3. In 8 cases of syphilis with 
positive Wassermann reaction the reaction 
was uniformly negative. The value of the 
method was considered high, although it 
did not appear to yield good results in extra- 
pulmonary tuberculosis.—Erfahrungen mit 
einem neuen Antigen zur Komplement-bin- 
dung ber Tuberkulose, W. Oberste-Berghaus, 
Miinchen. med. Wehnschr., February 18, 
1927, lxxiv, 280.—(E. R. L.) 


Besredka’s Antigen.—This study was 
undertaken in order to determine which com- 

nents of Besredka’s antigen are responsible 
or its binding action in vitro. The egg- 
broth before use as a culture medium proved 
to be serologically inert. Bacilli grown on 
glycerol-broth bind complement specifically; 
their specific range is small and it increases 
somewhat with decreasing age of the cul- 
ture. Young colonies of Besredka’s strain, 
grown on glycerol-potato produce a better 
antigen than ordinary laboratory strains. 
But all these antigens are less potent than 
Besredka’s original antigen. The latter’s 
antigenic action can be materially enhanced 
by contact with Besredka’s egg medium. 
The optimal conditions for this contact are 
at a pH of 7.5 and a duration of eight to 
twelve days at ice-box temperature. The 
potency of Besredka’s antigen is due to 
young tubercle bacilli, whose action is 
markedly increased by their contact with 
the egg lipoids.—Beitrag zur Komplement- 
bindung bei Tuberkulose, R. Meller, Wien. 
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klin. Wehnschr., July 14, 1927, xl, 913.— 
(M. P.) 


Neuberg and Klopstock’s Antigen.— 
The antigen recently described by Neuberg 
and Klopstock was tested in comparison wth 
Besredka’s antigen on more than 200 sera. 
Most of the sera gave the same results with 
both antigens. Only in far-advanced pa- 
tients did the new antigen yield a few more 

sitive results. This antigen works well 
in Goldenberg’s modification of the comple- 
ment-fixation test.—Die Brauchbarkeit des 
Antigen von Neuberg und Klopstock fiir die 
Komplementbingdungs probe bei Tuberkulose, 
H. Schulte-Tigges, Klin. Wchnschr., March 
12, 1927, xi, 500.—(M. P.) 


Clinical Use of Matéfy Reaction. The 
Matéfy reaction is valuable for diagnosis and 
prognosis, but it has its limitations. Alone, 
it cannot be considered as a nonspecific 
reaction, but it can differentiate between 
diseases with and without tissue destruction, 
provided the reaction was initially negative. 
It is only a link in the diagnostic chain. In 
prognosis the reaction is more valuable, since 
it indicates an arrest or progression of tissue 
destruction. Thus it can serve as a control 
to therapeutic measures. In severe cases a 
change to the negative is a signum mali 
ominis.—Uber die Grenzen der klinischen 
Verwertbarkeit der Serumreaktion nach Matefy 
E. Schuntermann, Beitr. z. Klin. d. Tuberk., 
1926, lxiv, 624.—( H. J. C.) 


Flocculation Reaction of Costa in De- 
termining Activity.—The flocculation re- 
action of Costa can be used as a substitute 
in all cases in which the red-cell sedimentation 
test cannot be performed for lack of a vein 
or sufficient quantity of blood. It can, like 
the sedimentation reaction, be used as part 
of the diagnosis of activity of pulmonary 
tuberculosis. The reaction is simple of per- 
formance: 1.5 cc. of a 2 per cent novocain 
solution in physiological salt solution is 
placed in a centrifuge-tube, and to this is 
added 3 drops of 5 per cent sodium-citrate 
solution; three drops of blood from the finger 
is allowed to fall into the mixture and then 
centrifugated, or it is allowed to stand 12 
hours until the corpuscles have completely 
settled out; one drop of pure formalin solu- 
tion is then dropped into the fluid, and the 
number of minutes noted when the first 
flocculation occurs in the clear fluid. After 
15 minutes the reaction may be positive in 
healthy individuals. The test is positive 
only when the sedimentation figures are 
markedly increased. It parallels the sensi- 
tiveness of the sedimentation reaction.— 
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Uber die Verwendbarkeit der Reaktion nach 
Costa fiir die Aktivitétsdiagnose bei Lungen- 
tuberkulose, E. Ladek, Beitr. z. Klin. d. 
Tuberk., 1926, lxiv, 766.—( H. J. C.) 


Red-Cell Sedimentation Reaction.— 
Conclusions: 1: The sedimentation test, as 
a nonspecific phenomenon, can be used ad- 
vantageously in the study of pulmonary 
tuberculosis as supplementing other blood 
and laboratory studies. 2: The speed of 
sedimentation bears a distinct relationship 
to the anatomical form of tuberculosis and 
to its activity and progress. 3: The highest 
readings are obtained in the extensive and 
progressive exudative forms; the lower read- 
ings are obtained in the circumscribed, inac- 
tive productive forms. 4: In some cases, not 
especially the incipient ones, the sedimenta- 
tion test gives inexact results; notwithstand- 
ing the activity of the disease the rate remains 
normal. Therefore, a normal sedimentation 
rate does not exclude the presence of disease 
and is not indicative, with certainty, of an 
inactive lesion. 5: High sedimentation 
rates should warrant a very reserved progno- 
sis. Because of the relationship existing 
between the anatomical type of lesion, its 
extension and activity, it is possible in 
each case to ascertain the part played in 
the increased sedimentation rate by the type 
of lesion (exudative or productive), the exten- 
sion of the process, and the activity of the 
disease. High values obtained in the pres- 
ence of circumscribed or closed forms of the 
disease should lead to the diagnosis of an 
exudative lesion. 6: The sedimentation rate 
is of special prognostic importance in cases in 
which there is an apparent contradiction 
between the sedimentation rate and the 
clinical findings. A high sedimentation rate 
in an apparently well patient is often con- 
firmed by the onset of sudden and grave 
complications unforeseen by other methods 
of examination. On the other hand it has 
been observed that, in patients with exten- 
sive disease and a normal sedimentation rate, 
the further progress of the disease was favor- 
able and a cure resulted which was unhoped 
for at the beginning of treatment. 7: The 
test is of great value and of interest because 
of its variations during the course of the 
disease. The test should be repeated fre- 
quently (every one or two months). 8: 
The changes in the sedimentation rate after 
therapeutic pneumothorax are very obvious. 
In a successful therapeutic pneumothorax 
without effusion or contralateral lesions, the 
sedimentation rate should be close to normal. 
—TLa reagione di sedimentazione delle emazie 
nella tubercolosi pulmonare, G. Luzzato-Fegiz, 
Tubercolosi, May, 1927, xix, 196.—(U. E. Z.) 
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Red-Cell Sedimentation Reaction.— 
The present classifications of tuberculosis 
give sufficient consideration to the extent and 
the anatomico-pathological character of the 
pulmonary disease but no difinite considera- 
tion to the present grade of activity. Even 
the Bacmeister classification into progressive, 
stationary, tending toward latency and lat- 
ent divisions only fulfills this from a qualita- 
tive standpoint. To supply this deficiency 
the sedimentation reaction is believed to be 
a valuable quantitative method. It was 
carefully evaluated in 356 patients, 192 of 
them males. It proved important to con- 
sider the sedimentation values according to 
sex, and in five divisions, from normal to 
severe pathological reactions. Further, the 
admission and discharge figures were com- 
pared, as well as those during and after fever, 
and closed and open tuberculosis, with and 
without cavities. The cases discharged as 
capable of work showed a definite retarda- 
tion in sedimentation. There was a retarda- 
tion among the closed as compared with the 
open cases of tuberculosis. The febrile 
cases, on the average, had a hastened sedi- 
mentation as compared to the afebrile. 
Open, cavity cases had accelerated sedimen- 
tation values. ‘The afebrile, as well as the 
cases that became free from bacilli, showed a 
greater retardation in sedimentation than 
those ending their treatment as febrile or 
opencases. A differentiation of the material, 
according to the biological stages of Ranke, 
with the aid of the sedimentation reaction 
did not reveal any practical significance. The 
reaction proved a valuable method in con- 
sidering the entire sanatorium statistics, 
taken in conjunction with the classification 
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of Turban, the determination of anatomico- 
pathological forms with or without cavities, 
and the pyrexia and bacillary findings. — 
Die Bedeutung der Senkungsreaktion fiir die 
Heilstattenstatistik, W. Schnippenkotter and 
A. Behrmann, Beitr. 2. Klin. d. Tuberk., 
1926, lxv, 85.—(H. J.C.) 


Red-Cell Sedimentation Reaction.— 
Medical literature shows an increasing im- 
portance attributed to the sedimentation time 
of the red blood cells in the tuberculous. 
There should, however, be a greater uni- 
formity in the technique of this reaction. It 
is well known that the sedimentation varies 
in the course of treatment and may be greatly 
accelerated under certain conditions. There 
are two factors to be considered in the test, 
namely the time and the degree of sedimenta- 
tion, of which the first is perhaps more signifi- 
cant. Katz uses a formula which takes into 
account the amount of sedimentation in the 
first two hours. Dumont employs a techni- 
que requiring only a stage to hold the tubes 
vertically, on the base of which are placed 
four sights. Behind each tube is placed a 
millimetric paper scale. To avoid bubbles 
a thin glass filament is placed in each tube 
prior to introduction of the first drop or two. 
With a 2-cc. Record syringe, 0.4 cc. of a 4 
per cent sodium citrate solution and 0.6 cc. 
of blood are aspirated, mixed, and injected 
through a needle into the tube. The 
method is so simple and yet of such help 
that it ought to be generally practised.— 

propos de la vitesse de sédimentation dans 
la tuberculose active, L. Dumont, Rev. d. |. 
Tuberc., August, 1926, vii, 614.—(A. P.) 
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